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Eugene J. Ranke, M.D., June Issue.........---. 221 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Kernicterus. Norman B. Dosin, M.D., and Richarn 
V. Kocuanskt, Drs. Dobin and Kochanski 
present a concise summary of the pathology of this 
disorder, with a review of the manner in which the 
clinical picture develops. Transfusion therapy of 
erythroblastosis has greatly reduced the incidence 
of kernicterus. 


Current and Prophylactic Treatment of Surgical Shock. 
Joun S. Lunpy, m.p. Shock during surgery re- 
quires prompt use of a variety of potent agents, _ 
This essay briefly proposes the methods and raises ee 
the question of how the shock might have been 
avoided in the first place. 


Significance of a Positive Serologic Test for Syphilis. 
Herman BeerMan, M.D. Now that syphilis has 
largely disappeared, there is greater interest in 
false-positive tests for that disease. This essay dis- 

cusses the significance of such results. 


Obstructive Pulmonary Emphysema. Rosert L. 

Mayock, M.D. This disease is increasing in fre- 

t quency-—poses a serious problem because of its 

chronicity. Treatment, to be effective, requires more 

than the physician’s skill. Cooperation by the pa- 
tient is essential. 

Some Aspects of Psychiatry in General Practice. 
Maurice Hyman, m.D. Dr. Hyman is a general 
practitioner turned resident in psychiatry. Looking 
back from this new vantage point, he offers many 

pointers of practical value for the general prac- 

i titioner caring for emotionally ill patients. 


Hyperventilation Teteny. K. Bonpy, mp. 

' This concise essay contains a description of the 
altered physiology that leads to hyperventilation 
tetany, and the important points in its recognition 
and treatment. Dr. Bondy emphasizes that this 
syndrome usually results from a basic emotional 
disturbance. 


The Patient with Fever of Unknown Origin. Max 
Jr., Never a day passes that a 
i practicing physician doesn’t worry about the cause 
| for a patient’s fever. This essay points the way to 
solution of such problems. 
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SECRETARY'S NEWSLETTER 


AUGUST, 1957 


Significant Events 


Blasingame and Lull 
Share AMA Duties 


Congressmen Plan 
Election Campaigns 


Medicare Budget 
Cut Restored 


> The AMA Board of Trustees last week announced two im— 
portant administrative changes. Effective January 1, Dr F. 
J. L. Blasingame, Wharton, Texas, will be the association's 
general manager. Dr. George F. Lull, presently the AMA's 
secretary-—general manager, will become assistant to the 
president of the AMA. He will continue serving as secre- 
tary, an elective office he has held for 1l years. 

Dr. Blasingame, a 50-year-old former president of the 
Texas Medical Association, joined the AMA Board of Trustees 
in 1949. He plans to move to Chicago as soon as possible. 

Dr. Lull, a retired major general in the Army Medical 


Corps, will serve as an AMA spokesman, trouble-shooter and 
medical ambassador. 


> Weary Congressmen, their political sights set on 1958 
re-election battles, hope to adjourn in August and launch 
home—front vote campaigns. Health and welfare proposals, 


inordinately popular for their vote—pulling power, will get 
new emphasis. Bills already in the hopper would authorize 
federal medical school expansion grants and subsidies for 
public health education. 

Organized labor will push a "package" plan urging larger 
OASI benefits plus hospital and surgical care payments. 
This would cost employers and employees an additional $35 
a year. Self-employed persons would pay an additional $105 
a year. These amounts are in addition to increases already 
legislated. 


>» The Senate Appropriations Committee tacitly ignored a 
House Appropriations Committee recommendation requiring 
military Medicare dependents to use available and adequate 
military facilities, thus sacrificing an established pre— 
Trogative. Military witnesses earlier convinced House 
committee members that medical care in civilian facilities 
was appreciably more expensive. 

Deceptive facts and figures prompted the House committee's 
recommendation. The cost of care for dependents in govern- 
ment hospitals, quoted at $27.50 a day, was shown not to 
include depreciation, outpatient care, intern and resident 
salaries, and other key costs. 

The Senate committee voted to restore a $1.5 million 
appropriation cut urged by the House committee. For de- 
tails, see the AMA Washington Report, opposite page 204. 
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Fall Symposium 
Plans Outlined 


State Officers Plan 
Busy Sunday Session 


Academy Member's 
Courage Acclaimed 


> The weekend of September 21-22 will feature a scientific 
Symposium at the University of Kansas Medical Center and 
business sessions at the headquarters office in Kansas City. 
The schedule includes a State Officers' Conference and a 
state chapter editors' meeting. 

Seven antibiotic experts will speak during a one-day 
Symposium on Infectious Diseases, co-sponsored by the 
Academy and the medical school. The September 21 symposiun, 
planned following a grant from Chas. Pfizer & Co., Inc., 
will be held in Battenfeld Auditorium on the Medical Center 
campus, a ten-minute drive from the headquarters office. 
All Academy members and other physicians are invited to 
attend. Members will receive five hours Category I credit. 

Subjects scheduled for discussion include susceptibility 
testing, respiratory tract infections, the biologic basis 
for rational therapy, urinary tract infections, fever of 
undetermined origin, reactions to antibiotics and the 
present status of antibacterial therapy. Physicians attend- 
ing the symposium will later be guests of Pfizer at a 
reception preceding a banquet. 


> The annual State Officers' Conference, Sunday, September 
22, follows the infectious diseases symposium. The confer- 
ence, under the direction of Chairman Earl C. Van Horn, 
Cincinnati, Ohio, will feature three panel sessions on 
membership, general practice residency programs and post- 
graduate education. Each will be followed by a 15-minute 
question-—and—answer period. Six subjects are on the after- 
noon agenda. There will be a luncheon at the headquarters 
building for all persons attending the conference. 


> A state chapter publication editors' meeting on Saturday, 
September 21, will give editors a chance to compare notes 
and have their publications evaluated by an assistant pro- 
fessor of journalism. Additional details of the editors' 
meeting, the State Officers' Conference and the Symposium on 
Infectious Diseases are included in the news section, 
starting on page 167. 


> For 36 terrible hours, grimly suspecting that Hurricane 
Audrey had ciaimed his wife and five children, Academy 
member Cecil Clark cared for storm victims at the Cameron, 
La., Medical Center. Thirty minutes after he left, a savage 
12-foot tidal wave demolished Dr. Clark's residence. The 
on-rushing wall of water trapped Mrs. Clark, three children 
and a nurse. Two other Clark children were visiting at Oak 
Grove, another coastal community 12 miles away. 

For a day and a half, Dr. Clark helped hurricane victims, 
never knowing if his family had survived. Finally, while 
still laboring with colleagues flown in from surrounding 
cities, he learned that Mrs. Clark had been found clinging 
to a piece of driftwood 20 miles from Cameron. The children 
in Oak Grove survived but the nurse and three children 
perished in the storm. 


a 
‘ 
4 


Lewis W. Bluemle, Jr., M.D., author of “Acute Renal Failure,” makes his first 
appearance in GP. A Johns Hopkins alumnus, Dr. Bluemle returned to his 
native state for his internship and a medical residency at the University of Penn- 
sylvania Hospital. He served as assistant director of the Army Hepatic and 
Metabolic Center, Valley Forge General Hospital, Phoenixville, Pa. After his re- 
lease from the service, Dr. Bluemle returned to the University of Pennsylvania 
Hospital and Medical School where he is now assistant professor of medicine and 
a Markle Scholar in Medical Science. Page 110 


Paul D. Cantor, M.D., LL.B., author of ‘A Legal Look at Blood Transfusions,” 
could be called a dispenser of legal-coated capsules. He received both his medical 
and legal degrees from Georgetown University, Washington, D.C., where he now 
serves as Professor of Medical Jurisprudence in the Law Center and Professor of 
Legal Medicine in the School of Medicine. Dr. Cantor has been in general practice 
in Bethesda, Maryland, since his discharge from the Army in 1942. He is a mem- 
ber of the American Bar Association, the District of Columbia Bar Association, 
and the District of Columbia Medical Society. Page 82 


Ernest W. Chick, M.D., collaborated with Patrick Lehan, M.D., on “Diagnostic 
Aspects of Bromoderma and Blastomycosis.” Dr. Chick received his A.B. and 
M.D. degrees from Duke University and took a straight internship in pathology 
at the University of Kansas Medical Center. For two years he was in the Epi- 
demiology Branch of the U.S. Public Health Service. Dr. Chick served a residency 
in pathology at the Medical College of Georgia, Augusta, and at present is a 
medical research fellow in the department of pathology, VA hospital, Durham, 
N.C. Dr. Chick is 29 years old. Page 104 


Don H. O'Donoghue, M.D., author of “Prevention and Treatment of Acute 
Ligament Injuries in Athletes,” lives in a state where athletes are prized— 
Oklahoma. Head of the O’Donoghue Orthopedic Clinic, Oklahoma City, Dr. 
O’Donoghue is also closely connected with the University of Oklahoma School 
of Medicine, serving as professor of orthopedic surgery, chairman of the depart- 
ment of orthopedic surgery and fractures, and chairman of the faculty board. A 
member of the University Hospital Board executive committee, Dr. O’Donoghue 
belongs to the AMA, AOA, AAOS, ACS, COS, OCMS, OSMS and OSOS. Page 74 


Tom D. Spies, M.D., this year won the AMA’s Distinguished Service Award. 
Chosen for his outstanding contribution to the science of human nutrition, he 
received the award at the AMA’s June meeting in New York. Dr. Spies is head 
of the department of nutrition and metabolism, Northwestern University Medical 
School, Chicago, and director of the nutrition clinic, Hillman Hospital, Birming- 
ham, Ala. With Drs. Robert E. Stone, Ramon M. Suarez and Guillermo Garcia 
Lopez, he is co-author of ‘A Ten-Year Study of Synthetic Folic Acid as a Nu- 
tritional Supplement and Therapeutic Agent.” Page 85 _ 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Audacious? (Perhaps) 


Dear Dr. Hussey: 

Thanks for printing “Stalking the Salk” by Dr. Herbert 
Ratner in the May issue of GP. Such observations have all 
too long been “plowed under”. Right or wrong, the article 
has been long overdue—f for no other reason than that it 
gives us the satisfactory feeling that Americans still have 
“the right to speak up”. I had begun to think that the total 
voice of medicine had supinely succumbed to the blandish- 
ments of pseudo charity. 

All of us, I know, have a kinship in medicine with Dr. 
Salk. We all have wished him well with the objectives of 
his life and work. We all hope he has found an answer if 
not the answer. But I think deep down inside he would wel- 
come some accolade from all his medical kin that would 
rescue him from the confusion of heart that must accom- 
pany the rigors of his recent pooh-bah public-relations 
quasi deification, as perpetrated by his self-appointed 
angel—the Foundation. 

Since about 1933 medicine has been split and sub- 
sequently dominated by two blueprinted contrivances: 
namely, Organization and Committee. 

Perhaps these contrivances are necessary as the machin- 
ery of modern Americana. Let’s grant that. In doing so we 
shall soon arrive at the conclusion that the old rugged 
American individualism that carried our country to its 
present height has missed a few tricks in the poker game. 
American doctors have been beguiled by the same bait as 
American teamsters. 

How keen was Dr. Ratner’s insight! In your last para- 
graph of comment about his article you state: ‘The critical 
reader may resent Dr. Ratner’s thought that physicians will 
be left holding the bag if a vaccine currently in use turns 
out to be ineffective or if it is supplanted by a more potent 
agent.” Yet, on the first page of the May, 1957 issue (the 
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same issue with his article) in “Significant Events” is the 
beginning barrage, titled, “Labor Leader Blames Doctors 
for Shortage.” 

Again thanks! Thanks for your editorial acumen and 
(perhaps) audacity. 

Thanks to a brave philosopher—Dr. Ratner. Right or 
wrong, thanks to a courageous heart and mind. Right or 
wrong, it takes courage to swim against the stream. It is 
honest controversy which brings out the truth—not the 
total supine acceptance of contrived publicity. Like Fran- 
cois Villon has written: ” 

“Thank God at last a man has come to court.” 

C. F. McDonatp, M.D. 
Milwaukee, Wis. 


En Gardé 


Dear Sirs: 

I am receiving GP in care of my former address. 

Fearing you did not receive my change of address card 
which I sent a month ago, and not wanting to miss a single 
copy, herewith is my new address. 

I can’t express how much I enjoy GP. I have to keep a 
sharp eye, as I live with two other seniors who grab it first. 


Joseru A, Ryan 
Hawthorne, Calif. 


Practice in Tulsa 


Dear Sirs: 

I would like very much to contact a young physician who 
has had one year, or preferably two years, of general prac- 
tice or two years of surgical residency to begin an independ- 
ent practice in Tulsa. 

There will be available 600 square feet of floor space in a 
newly constructed office building where complete medical 
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laboratory and x-ray facilities are available. This is a won- 
derful opportunity for the right young man as I wish to help 
him build a practice and absorb my own prior to my retire- 
ment within the next five years. 

Should any one meeting these qualifications be interested, 
who is licensed in Oklahoma, please have him contact me 
at the following address: 2732 East 15th Street, Tulsa, 
Oklahoma, or telephone WEbster 2-2239. 

Paut E. Craic, M.D. 
Tulsa, Okla. 


Commission of Mercy 


Dear Sirs: 

A dramatic or dramatized ‘“‘mercy killing” in the head- 
lines is hard to discuss objectively. Maybe right now, when 
we've had none for a while we can consider a feasible ap- 
proach to a sad subject. 


First, let’s understand euthanasia. Originally it meant 


relief of the pain and discomfort attendant upon death. 
This is continually practiced by all physicians and is one 
of our profession’s highest obligations. 

Today however this definition has been corrupted to 
mean mercy killing. And here starts a great debate, usually 
with physicians on the receiving end of bitter criticism. 
Like abortions, so-called euthanasia cases are “blamed” on 
the medical profession. “You ought to get the law changed,” 
says the uninformed public. 

We've had a stock answer, but too often it is not accepted 
by upset debaters. We reply that every citizen has as much 
right to change laws as we, and that the person who is all 
worked up can do as much to legalize destruction of 
human life as can any physician. 

The nonmedical arguer forgets the problem as soon as 
his blood pressure subsides. The physician lives with it 
even when the newspapers have forgotten. We know that 
often in our efforts to prolong human life we only prolong 
its agonies. 

But maybe the medical profession can do something. 
Maybe we could propose a course of action satisfactory to 
all. We might propose a method to afford legal support for 
loved ones whose acts could one day appear in black head- 
lines, 

Let there be a Mercy Commission. It could be established 
by law as required in each community. It should consist of 
accredited physicians (preferably in active practice, i.e., 
continually in the line of fire of the public, and possibly in 
rotation, just as other citizens perform jury duty), and 
permitted to call upon whatever consultants are indicated. 

This group would hear every case of proposed mercy- 
killing, or abortion for nonmedical indications. Its investi- 
gations would therefore involve the taking of human life— 
either just after conception or any time later. The commis- 
sion could consider all factors involved—religious, moral, 
ethical—past, present and future, and render its decision 
without fanfare and without over-glamorization. And in- 
stead of thinking only of the Sixth Commandment (‘Thou 
shalt not kill,”? St. James version) it would consider our 
important duty to save our fellow man from torture. 
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Like a jury in a murder trial, the commission would de- 
cide facts. Laws already on the books would decide whether 
any particular set of facts would call for killing. Not the 
commission but society would condemn: society acting 
through its agent physicians. The decision would not be a 
matter for individual conscience any more than it is when 
a citizen votes for conviction in a court trial. 

Execution of the commission’s decision would not in- 
crease the problem once moral questions have been covered. 
Under proper supervision, in the presence of appropriate 
witnesses, the doomed life would be eliminated. Whether 
the executioner would be a medical man or other official of 
the state, whether the act is committed in a hospital or 
somewhere else would be details established by the law. 

Would the medical profession regard this assignment 
with abhorrence? We could quickly adjust to a new attitude 
once the new law was created. 

Probably at first this program would receive a lot of un- 
welcome publicity. Many new programs do. But in time 
the public would realize that modern society despises human 
pain and suffering, and that sometimes life, however 
blessed generally, can be a horrible curse. Society would 
soon learn to adjust its thinking, to overbalance the moral 
law against killing with its greater love of mercy. Because 
the medical profession is so frequently involved in these 
problems, probably we should try to guide the public. 

A mercy commission of physicians might be the means. 


J. Hersert NAGLER, M.D. 
Philadelphia, Pa. . 


California Practice 


Dear Sirs: 

Due to the sudden death of my husband, Dr. John D. 
Hollander of Ripon, Calif., an excellent practice is avail- 
able. The practice has been kept active temporarily. 

Dr. Hollander had his own office building and equip- 
ment. The community is in definite need of another doctor. 
Any interested physician can contact me. 

Mrs. Joun D. 
128 Palm Avenue 
Ripon, Calif. 


Another Reaction 


Dear Dr. Hussey: 

In his paper “Allergic Reactions to the. Salk Poliomye- 
litis Vaccine,” published in the February, 1957 GP, Dr. 
W. H. Lipman makes several statements which call for 
correction. 

1. In treating his patients with polio vaccine he added 
antihistamines to the vaccine, made “‘careful screening of 
allergies prior to the administration of the Salk vaccine,” 
and gave fractional doses. Yet his lower incidence of 
allergic reactions compared with a group treated by the 
Health Department is cited as evidence in favor of the use 
of antihistamines. 

2. By careless juxtaposition of sentences he misquotes 


Dr. M. Z. Bierly, Jr. (Annals of Allergy 14: 349, 1956), to 
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...sick after eating 


“Mealtime doldrums” (nausea, lack of appetite, gastrointestinal distress, dyspepsia, weak- 
ness and fatigue) are symptomatically consistent with biliary stasis. More than replace- 
ment therapy (bile salts) is needed. A copious flow of highly fluid bile—hydrocholeresis— 
promptly drains the biliary tree and clears away sluggish bilious matter, relieves irrita- 
tion, and prevents infection of the bile ducts. Hydrocholeresis restores the physiologic sup- 
ply of natural bile from within and achieves laxation without catharsis. Dehydrocholic 
acid is the most potent hydrocholeretic and the least toxic of the bile derivatives. 


Spasmolysis is rapidly and effectively achieved by homatropine methylbromide which 
has been proved notably safe in the new, higher dosage of five milligrams. 


Cholan V, a combination of dehydrocholic acid and homatropine methylbromide, 
affords prompt relief from symptoms of hepato-biliary insufficiency and spasm, and helps 
maintain adequate bile fluidity—especially indicated in dyspepsia, obesity, pregnancy, 


new Cholan V 


Each tablet contains 250 mg. Cholan DH® (dehydrocholic acid Maltbie) 
and 5 mg. homatropine methylbromide. One or two tablets t.i.d., after 
meals. Bottles of 100, 500, and 1,000. 
Hydrocholeresis is contraindicated in jaundice and in complete bile duct 
obstruction. 
Also available: 
Cholan DH® (250 mg. dehydrocholic acid); 
Cholan HMB (250 mg. dehydrocholic acid, 2.5 mg. homatropine 
methylbromide, 1 gr. phenobarbital), 
Write for free sample supply to Professional Service Department. 
MALTBIE LABORATORIES DIVISION 
WALLACE & TIERNAN, INC. 


Belleville 9, New Jersey PCN—71 
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give the impression that this author claimed reactions from 
small doses of polio vaccine. Actually, Bierly referred to 
anaphylactic reactions from small doses of penicillin. 

3. He misquotes us (‘Allergy to Penicillin,” guest edi- 
torial, JAMA 160: 778, 1956) by saying that “He also 
reported the possibility of primary sensitization to 0.003 
units of penicillin per cc.”” Nowhere did we say this, and 
we doubt that this is likely to happen. 

There are a number of other errors in Dr. Lipman’s 

r. 
For further elucidation of this subject we might give you 
the following information: 

In the last few months we did titrate the Wyeth Polio 
vaccine for allergenically active penicillin. Using reaginic 
serum which gave reaction to 0.001 units of penicillin per 
ce., this vaccine failed to give a reaction. How much less 
penicillin the vaccine had we could not say, since our serum 
was not sensitive enough for lesser amounts. We gave 
injections to approximately 200 patients, most of whom 
were ellergic individuals and several of whom were known 
reactors to penicillin. No antihistamines were used. Not a 
single case of a true allergic reaction occurred. 

S. M. FEINBERG, M.D. 
A. R. FEINBERG, M.D. 
Northwestern University 
Medical School 
Chicago, Illinois 


As is GP’s policy, Author Lipman was asked to reply to 
these divergent views on statements appearing in his article. 
—Mepicat Eprror 


Dear Drs. Feinberg: 

I wish to make the following reply: 

1. We did screen our allergic patients prior to adminis- 
tration of the Salk Vaccine and as a precaution gave frac- 
tional doses plus the added antihistamine. The unselected 
health department group did not have these precautionary 
measures. We believe that the use of the antihistamine plus 
the other treatment added in lowering the incident of reac- 
tions. Nowhere did we say that the use of antihistamine 
alone would do this. However, I did state that we had pre- 
viously used the antihistamine along with the penicillin 
injections in other infections and found a-decrease in peni- 
cillin reactions. Nowhere, however, in this particular case 
do I state that the use of antihistamine alone reduced the 
rate of reactions. 

2. I have already discussed with Dr. Bierly your second 
criticism and explained to him carefully that there was 
no intent to create any such impression as you claim. 
There was no intent to show that Dr. Bierly, himself, 
claimed reactions in his cases from small doses of the Salk 
Vaccine, although he did say “It must be remembered that 
anaplivlactic reactions have been reported following injec- 
tions of extremely small doses.” Since he was talking about 
the penicillin itself, J meant the anaphylactic reactions from 
the snvall doses of penicillin also. I believe most of my read- 
ers will understand this. 

3. In regard to my quotation from your editorial, I did 
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not actually quote you directly in regard to the possibility 
of primary sensitization to 0.003 units of penicillin per cc. 
This was merely my impression from reading your editorial 
and this statement was not in quotes in my paper. 

While I appreciate the corrective criticism, it does not, 
in any way, change our conclusions in this paper; namely, 
that small doses of penicillin present in the Salk Vaccine 
can and do produce allergic reactions in sensitive patients, 
and that proper allergic management, fractional doses, and 
the added administration of small doses of antihistamine, 
used as precautionary measures in allergic patients or 
patients with a history of allergy, have reduced allergic 
reactions to the Salk Vaccine in our series of cases. 

WituiaM Lipman, M.D. 
Lipman-Olsman Clinic 
Kenosha, Wis. 


Alas! 


Dear Sirs: 
Enclosed please find a check for $10 to cover the cost for 
a one-year subscription to GP. I have received two copies. 
You can discontinue the other ten copies as I am very much 
disappointed with it. 
J. R. Spencer, M.D. 
South Mills, N. C. 


Alas, GP can’t be all things to all people. The check was 
regretfully returned to Disappointed Reader Spencer and his 
subscription cancelled.—PUBLISHER 


Professional Keystone 


Dear Sirs: 

Enclosed is a $10 money order for my year’s subscription 
to GP, the magazine which I have been reading since my 
graduation. It has proven to be very interesting and a prac- 
tical source of knowledge in my practice. 

I would like to know the requirements for membership 
in the American Academy of General Practice. 

I always have thought that the keystone of the medical 
profession has been the general practitioner and upon and 
around it all specialities and further developments of the 
profession have been revolving at the same rate of progress. 

Dixon RAMIREZ, M.D. 
Cabo Rojo, Puerto Rico. 


Lucky 89 


Dear Sirs: 
The Minnesota Academy of General Practice requests 
that GP be sent to the enclosed list for one year. This is the 
graduating class of the University of Minnesota. Start with 
the July, 1957 issue and finish in June, 1958. 
Enclosed is a check for $445 to cover 89 subscriptions. 
James A. BLAKE, M.D. 
Executive Secretary 
The Minnesota Academy of General Practice 
Hopkins, Minn. 


new concept! 
COLORIMETRIC 
test for proteinuria 


ALBUSTIX 


TRADEMARK 


REAGENT STRIPS 


( | 


just wet... 


entirely new concept 

ALBUSTIX Reagent Strips employ a new and different chemical principle 
that indicates the presence of proteinuria by a color change rather than 
by a precipitate in a solution. 

colorimetric readings 

wide-range, graduated color scale eliminates guesswork—no color change 
with a negative urine 

sensitive 

reacts immediately with clinically significant albuminuria 


convenient, timesaving 
firm, easy-to-handle strip with reactive tip...no waiting...no equipment... 
no heating...completely disposable 


available: ALBUSTIX Reagent Strips—Bottles of 120. 


...and read immediately 


ss ALBUTEST employs the same chemical 

ALBUTEST° principle as ALBUSTIX—colorimetric test 
> for proteinuria. A color guide provides 
BRAND points of reference for interpreting results. 


Reagent Tablets Bottles of 100 and 500 reagent tabiets. 


AMES COMPANY, INC ¢ ELKHART, inoiana@gy Ames Company of Canada, Ltd., Toronto 
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Three essential steps 


in establishing correct SUPERVISION 


BY THE 


eating patterns: PHYSICIAN" 


In the development and 
maintenance of good eating 
habits, there are three 
essentials: support and 
supervision by the physician, 
a balanced eating plan, and 
selective medication.!:?3 


A BALANCED 
EATING PLAN'*’ 


MEDICATION" 


OBEDRIN PROVIDES: 


e Methamphetamine for its anorexigenic and mood-lifting effects. 
e Pentobarbital as a balancing agent, to guard against excitation. 
e Vitamins B, and B, plus niacin to supplement the diet. 

e Ascorbic acid to aid in the mobilization of tissue fluids. 


Since Obedrin contains no artificial 1. Eisfelder, H.W.: Am. Pract. & 
bulk, the hazards of impaction are Dig. Treat. 5:778 (Oct. 1954). 
avoided. The 60-10-70 Basic Plan pro- 2. Freed, S.C.: G.P. 7:63 (1953). 
vides for a balanced food intake, with 3. Sherman, R.J.: Medical Times, 
sufficient protein and roughage. 82:107 (Feb. 1954). 


and the 60-10-70 Basic Pian 


FORMULA: 
Semoxydrine HCl (Methamphetamine HCi) 5 mg.; Pentobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine mononitrate 0.5 mg.; Riboflavin 1 mg.; Niacin 5 mg. 


Write for 60-10-70 Menu pads, weight charts and clinical supply of Obedrin. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK ° KANSAS CITY ° SAN FRANCISCO 
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PERSONALITIES 


IN THE MEDICAL NEwS 


Henry Viscardi, Jr. 
AMA Citation 


For THE THIRD TIME in history, the AMA awarded its Citation 
for Distinguished Service to a layman. Henry Viscardi, Jr., 
West Hempstead, N.Y., who turned his misfortune of being 
born without legs into an inspiration for more than 3,000 dis- 
abled persons, received the award at the AMA’s June meeting 
in New York. Giving up a $15,000-a-year job and starting with 
borrowed money, Viscardi founded Abilities, Inc., a unique 
manufacturing company which only employs severely disabled 
persons. As president of Abilities, Inc., he chartered Human 
Resources Corporation in 1956 to study the skill range of handi- 
capped workers and the emotional, medical and _ sociologic 
changes under competitive working conditions. An Army vet- 
eran, Viscardi has devoted his life to proving a statement which 
he made before a Congressional committee: “There are no disabled 
veterans ... no disabled people . . . only people.” 


Rose Ichelson 
A Step in the MS War 


A MICROORGANISM, the probable cause of multiple sclerosis, has 
been isolated by Rose Ichelson, chief of research at St. Luke’s 
and Children’s Medical Center, Philadelphia. Miss Ichelson also 
has developed a skin test, similar to the tuberculosis test, to 
determine whether a patient is afflicted with MS. A native of 
Russia who has been in this country since 1922, she has served 
as bacteriologist at Mt. Sinai Hospital, and chief bacteriologist, 
Presbyterian Hospital, both in Philadelphia; senior bacteriologist, 
Pennsylvania Department of Health; director of research, Special 
Research Laboratory, Woman’s Medical College of Pennsyl- 
vania; and head of the bacteriology department, Jackson Memorial 
Hospital, Miami. Miss Ichelson has also done research on fungi. 
For the past six years, she has worked alone on multiple sclerosis 
and now believes the organism spirochaeta myelophthora, which 
she has isolated and produced, is the cause of this disease. 
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Charles E. McArthur, M.D. 
Chairman, GP Section, AMA 


The new chairman of the AMA’s General Practice 
Section is Charles E. McArthur, M.D., Olympia, 
Wash. Named to this post at the June meeting of the 
AMA in New York, Dr. McArthur previously served 
as vice chairman of the section and as the GP Section 
Representative to Scientific Exhibit. In New York, 
he was in charge of an exhibit that encouraged all 
doctors to have annual physical examinations. Dr. 
McArthur is well known for his work in the Academy, 
on both national and local levels. He has served on 
the Commission on Education and on the M&R 
(now Ross) Award Committee. The first president 
of the Academy’s Washington chapter, Dr. McArthur 
also later served as secretary-treasurer. In 1953, he 
was guest speaker at the GP Section meeting of the 
British Columbia Division of the Canadian Medical 
Association. A native of Walton, Kan., Dr. McArthur 
received his A.B. from Bethel College, North Newton, 
Kan., his A.M. from the University of Kansas, and 
his M.D. from the University of Oklahoma School of 
Medicine. He also took postgraduate work at the 
Universities of Chicago, Minnesota and Kansas. An 
associate fellow of the American College of Allergists, 
Dr. McArthur belongs to the Washington State 
Medical Association, Phi Sigma, Phi Chi and the 
Thurston-Mason County Society, of which he is a 
past president. The new chairman is a member of the 
Olympia Yacht Club and Lions International. He 
is married and has two daughters. 
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ON THE CALENDAR 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum 
hours listed when avatlable. 


Aug. 19-31. Michael Reese Hospital, course in electro- 
cardiographic interpretation for graduate phy- 
sicians, Chicago. 

*Aug. 20-Sep. 9. Duke University, postgraduate medical 
cruise seminar, aboard M.S. Stockholm to Edin- 
burgh, Oslo and Copenhagen. (30 hrs.) 

Sep. 8-13. American Congress of Physical Medicine and 
Rehabilitation, 35th annual scientific and clinical 
session, Hotel Statler, Los Angeles. 

*Sep. 9. University of Cincinnati, one week course ‘in 
radiation for industrial physicians and lawyers, 
Cincinnati. 

Sep. 9-11. Georgia, Florida, South Carolina and Alabama 
Medical Associations, obstetric and pediatric 
seminar, Daytona Beach, Fla. (18 hrs.) 

*Sep. 10. St. Louis University, course for general practi- 
tioners on diagnoses and treatment of cancer in 
the oral region, Francis Hospital, Washington, 
Mo. (2 hrs.) 

*Sep. 12. Missouri chapter, general practice postgraduate 
program on obstetric and gynecologic difficulties, 
Chillicothe, Mo. (1 hr.) 

*Sep. 13-14. Nebraska chapter, annual meeting, Omaha. 

Sep. 14-15. Pennsylvanic Heart Association, annual 
convention, Pittsburgh. (8 hrs.) 

*Sep. 15-17.Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. (12 hrs.) 

*Sep. 16. Vermont chapter, annual meeting, The Balsams, 
Dixville Notch, N. H. 

*Sep. 16-21. University of Buffalo, course in general 
practice, Buffalo, N.Y. 

*Sep. 17. Ohio chapter and Ohio State University, pre- 
assembly seminar on cardiac therapy and x-ray, Ohio 
State University, Columbus. (3 hrs.) 

*Sep. 17-19. Ohio chapter, annual meeting, Franklin 
County V.A. Memorial, Columbus. (12 hrs.) 

*Sep. 18-19. Mississippi chapter, annual meeting, Hotel 
Heidelberg, Jackson. (9 hrs.) 

*Sep. 19. Nassau County (New York) chapter and Nassau 
County Medical Society, course in physical diagnosis 
and recent advances in internal medicine, ten Thurs- 
days, Meadowbrook Hospital, Hempstead. (20 hrs.) 

*Sep. 21. American Academy of General Practice, Anti- 
biotics Symposium, Battenfeld Auditorium, Kansas 
University Medical Center, Kansas City, Kan. (5 hrs.) 

*Sep. 22-24. lowa chapter, annual meeting, Savery Hotel, 
Des Moines. 

*Sep. 22-25. Texas chapter, annual meeting, Adolphus 
Hotel, Dallas. 

Sep. 23-27. Department of the Army, course on manage- 
ment of mass casualties, Brooke Army Medical 
Center, Ft. Sam Houston, Texas. 

*Sep. 23—Nov. 25. Bergen County (New Jersey) chapter and 
New Jersey chapter, course on office orthopedics, 
Hackensack Hospital, Hackensack, N. J. (10 sessions, 
2 hrs. each) 
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24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will 1 be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


A new sense of freedom restores the “cardiac cripple” 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 


Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


re 


Decisions 


IN HIS INAUGURAL ADDRESS, ‘“The Personality of Medi- 
cine,” AMA President David B. Allman clearly pro- 
jected his own personality to his listeners. They 
seemed pleased with the warmth and humanness they 
found in his message. 

Much of what Dr. Allman had to say has been said 
before. Yet, his words had a vigor that made them 
seem new. Without depreciating the value of the scien- 
tific side, he talked about the importance of other 
qualities—sympathy, understanding, mental and emo- 
tional stability—in the physician’s make-up. 

Dr. Allman dwelled at some length on the matter of 
decisions. He warned, “‘ . . . The most difficult deci- 
sions have not been on the scientific side of medicine 
—such questions as to what to do in an emergency 

. whether or not to operate ... what medicines 
or drugs to give a patient. These decisions are to a 
great extent pre-determined by the physician’s train- 
ing and experience. His most agonizing decisions lie 
in the field of human relations.” 

Although he didn’t say so, Dr. Allman strongly 
implied that some physicians are like the hired hand 
on the farm. This was a man who had worked hard 
all morning mending fence, brambling, and cleaning 
the barnyard. As a reward for the hand’s industrious- 
ness, the farmer assigned an afternoon task that seemed 
easier. The hand was to sort a pile of potatoes, select- 
ing some for planting and some for storage, and dis- 
carding others. Within an hour the man came to the 
farmer and asked for his wages; he was quitting. 
“What’s the matter?” asked the farmer. “You worked 
hard all morning and never complained. Then I gave 
you an easy job, and now you want to quit. How 
come?’ The man replied that he didn’t mind hard 
work and had appreciated the farmer’s thoughtfulness. 
“But,” he added, “I can’t stand that potato job. Too 
many decisions.” 
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Editorials 


There are times, indeed, when a doctor could wish 
that he had the farm hand’s privilege of quitting. 
Yet the very personality of the profession makes this 
impossible. Those “agonizing decisions in the field of 
human relations” are the severest test of professional 
integrity. Each time a physician faces up to one of 
them, however difficult, he grows spiritually, and is 
strengthened for the next test. 


Influenza, 1957 


By THE EARLY PART of June, medical profession and 
public alike had been thoroughly alerted to the prob- 
lems associated with an extensive epidemic of in- 
fluenza in the Far East. The disease had been first 
seen in Hong Kong and Singapore. Then it had moved 
rapidly through Taiwan, the Philippines, the Malayan 
States, Indonesia, Japan and India. Presumably it 
might also have entered Red China, although reliable 
information on that point was lacking. 

Thanks to efficient military laboratory services and 
excellent cooperation between public health and mili- 
tary agencies, the causative virus had been isolated and 
identified as a new antigenic strain of type A virus. 
Prototype strains had been sent to vaccine manu- 
facturers, with a view to full-scale production of a new 
vaccine. Unless unexpected difficulties are encoun- 
tered, it may be anticipated that the vaccine will be 
available for use in the Armed Forces by the time this 
editorial appears in print. 

Opinions differed about the likelihood of an ex- 
tension of the epidemic into other areas of the world. 
However, with travel being what it is today, epidemiol- 
ogists reckoned that there might well be outbreaks of 
influenza in the United States during the coming fall 
and winter. 

Periodically, influenza virus A has changed its anti- 
genic identity. The reasons for virus mutation are not 
fully understood. In this present instance, newspapers 
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published in mid-June were quoting an authority who 
had opined that the latest mutation was attributable 
to the influence of radioactive fallout after tests of 
nuclear weapons. Of course, that opinion was not 
surprising in view of the widespread tendency to 
blame fallout for almost any kind of phenomenon. 

Any time the influenza virus changes in this way, 
there is the threat of a pandemic, since a new strain is 
expected to find a population unprotected by anti- 
bodies. That thought was temporarily alarming to those 
who remember the 1918 pandemic. Of course, there were 
some who believed that the high mortality of the 1928 
influenza was attributable to bacterial “hitch-hikers” 
—that present-day chemotherapy would preclude the 
possibility of high death rates from influenza during 
an outbreak in the United States. On the other hand, 
as noted editorially in GP for January, 1954, another 
authority has given reasons for belief that the virus 
itself was the decisive factor in 1918 influenza, and that 
bacteria were only incidentally present. 

Early reports indicated that the Far East 1957 in- 
fluenza had been comparatively mild and had not been 
attended by a high death rate. That was reassuring 
because, in any outbreak of influenza, the severity of 
the illness seems to remain uniform throughout. 

Still, morbidity rates had been high in the Orient 
and might be expected to be equally high if there were 
an outbreak in the United States. The morbidity factor 


alone can cause considerable hardship. When in- 
fluenza strikes widely, normal patterns of living can be 
violently disrupted. On that account, there is good 
reason to be thankful for the remarkable speed with 
which arrangements were made for the production of 
a new vaccine. 


Medical Care for Athletes 


‘Prevention and Treatment of Acute Ligament Injur- 
ies in Athletes” by Dr. Don H. O’Donoghue, in this 
issue of GP, is another of those articles that have a dual 
interest for a physician—professional concern for his 
patients and parental concern for the athletes in his 
home. 

As Dr. O’Donoghue views the problem, prevention 
and treatment are inseparable parts of a good program 
for the care of athletic injuries. So it is that good 
physical training reduces the likelihood of injuries and 
limits their extent. And prompt effective treatment of 
an injury lessens the chance of recurrence or of a new 
injury that results from the athlete’s attempt to protect 
the first one. 

Like most other things in medicine today, a medical 
program for athletes requires coordination of activities 
by several people—the coach, the trainer, and the 
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physician. Working together, these three seek to jre- 
vent injuries by giving close attention to equipni nt, 
physical aptitude of the athletes, and mental and pj.vs- 
ical conditioning. When it comes to treatment of 
injuries, Dr. O’Donoghue advocates strong basic })rin- 
ciples—promptness, use of the best method, avoidance 
of expediency, a goal of complete recovery, and a sin- 
cere belief in the value of competitive athletics. 

From the tone of his writing, it is quite obvious that 
Dr. O’Donoghue loves his work with athletes. It is to 
be hoped that his article may inspire other physicians 
to accept responsibilities in this field. When they do, 
surely they will show Dr. O’Donoghue’s enthusiasm, 
because, as he puts it: “The athlete is a wonderful pa- 
tient. He is healthy, alert, and tremendously eager to 
get well.” 


Severe Aortic Regurgitation 


IT HAS LONG BEEN SUPPOSED that aortic regurgitation 
of great severity is badly borne as a rule. In the United 
States at the present time, the usual cause for this 
valve lesion is rheumatic heart disease. These facts 
suggested to Bland and Wheeler the need for a re- 
appraisal of their experience with aortic regurgitation 
in young people, and led to a published report in the 
New England Journal of Medicine for Aprill 11, 1957. 

The authors have had an extraordinary opportunity 
to study the course of rheumatic heart disease because 
of their long association with the House of the Good 
Samaritan—a hospital devoted to the care of rheumatic 
fever patients under the age of 21. In a review of the 
records of 2,000 patients, there were 87 patients having 
severe aortic regurgitation. This was defined by the 
presence of a loud, widely transmitted, grade 4 to 5, 
basal diastolic murmur, hypertrophy of the left ven- 
tricle, bounding arteries and wide pulse pressures with 
diastolic levels of 30 or below and with sounds audible 
to 0 by sphygmomanometer. Curiously, although rheu- 
matic heart disease generally is more prevalent in fe- 
males than in males, severe aortic regurgitation was 
encountered twice as often in males. 

In a long-term follow-up study of the 87 patients, 
Bland and Wheeler found that many of these patients 
have survived and are able to lead near normal lives 
with minimal restrictions. These patients were clas- 
sified as “well.” For example, at the end of ten years, 
35 per cent (31 of 87 patients) were in this category. 
However, in contrast to this “well” group, 41 patients 
died of causes directly related to their rheumatic fever 
and their severe aortic valve disease. The death rate 
was nearly twice as high as that encountered in over- 
all studies of the natural history of rheumatic fever 
and rheumatic heart disease. 
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Among the 41 patients who succumbed, there were 
some who died of bacterial endocarditis during the pre- 
antibiotic era. Nevertheless, the majority of deaths 
were a consequence of heart failure. In that connection, 
the authors recalled attention to a syndrome of ominous 
import. The chief feature of the syndrome was the 
appearance of angina pectoris decubitus. The most 
severe attacks occur at night and without provocation. 
The recumbent position appears to be a predisposing 
factor. During an attack, the patient may also notice 
pounding of his blood vessels, diffuse abdominal pain, 
generalized flushing and sweating, and difficult respira- 
tion. At this time, the systolic blood pressure often 
rises. Once this syndrome has made its appearance, 
there is every likelihood of death within a short time. 

It is for patients of the type just described that 
Hufnagel proposed surgical treatment by the insertion 
of a plastic valve in the descending thoracic aorta for 
the purpose of lessening the severity of aortic regurgi- 
tation. Following that lead, during the past three years, 
Bland and Wheeler have made use of the Hufnagel 
valve in 14 patients. Each of these 14 patients was con- 
sidered to be in a precarious state, and the future 
chances of survival for more than a few months seemed 
remote. Results were good or excellent in six cases. 
For the remainder, nothing was accomplished. 

This report by Bland and Wheeler supports the 
thought that aortic regurgitation of severe degree does 
indeed carry an evil prognosis, especially when it is 
attended by the peculiar anginal syndrome or con- 
gestive heart failure. Although the Hufnagel valve does 
not wholly correct aortic regurgitation, it does pro- 
vide a suitable physiologic compromise. Until a better 
method of treatment is devised, this type of surgical 
treatment certainly should be tried for those patients 
in whom the outlook is grim. In contrast to that group, 
are other patients who tolerate severe aortic regurgita- 
tion satisfactorily under medical treatment. Neither 
Hufnagel nor other surgeons advocate the use of the 
Hufnagel valve for these “well” patients. 


Hospital House Staffs 


Tue Health Resources Advisory Committee of the 
Office of Defense Mobilization has made annual tabula- 
tions of hospital house staffs in recent years. Comments 
on the latest figures were published in the Journal of 
the American Medical Association for May 18, 1957, and 
afford important information about trends in this as- 
pect of medical education. This is especially so when 
figures for 1950 (before outbreak of hostilities in Korea) 
are compared with those for 1955 (a year in which 
effects of the “doctor-draft” law were nicely balanced 
by the return of veterans to hospital training). 
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Over the five-year period, there has been an increase 
in the number of interns and residents in training from 
24,442 in 1950 to almost 30,000 in 1955. However, the 
largest percentage of that increase is accounted for by 
the entry of alien physicians, as shown in the following 


bar graph. 


No. in Training 5,000 10,000 15,000 20,000 


During the period 1950-55, the number of intern- 
ship-residency positions increased from 30,000 to 38,- 
000. The number is expected to go higher and higher. 
With medical school enrollments at record levels, it is 
anticipated that the number of citizen house officers 
will increase in the years ahead. Nevertheless, it is 
probable that a still larger percentage increase will be 
shown for alien trainees. 

The United States may well take pride in the fact 
that our hospitals are a training ground for more and 
more alien physicians. However, this trend has intro- 
duced many new problems in medical education— 
problems that deserve careful assay and throughtful 
planning. Otherwise, there is risk of deterioration of 
the educational value of the internship, especially in 
those hospitals that have difficulty in recruiting citizen 
interns. 


Carbon Tetrachloride: Poison at Home 


IN SPrre OF PUBLICITY about the dangers of carbon tetra- 
chloride poisoning, home accidents with this compound 
are still prevalent. Instances of poisoning in industrial 
environments have largely disappeared because less 
toxic solvents and cleaners have replaced carbon tetra- 
chloride in many industries. However, it is still widely 
used as a cleaning fluid in the home. 

There are several reasons why carbon tetrachloride is 
potentially one of the most dangerous poisons found in 
the home. First, it is quite an effective cleaning fluid and 
therefore popular. Second, although carbon tetrachlo- 
ride preparations carry labels that indicate that it is a 
poison, few of those labels are emphatic or compre- 
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hensive enough to be meaningful to the unwary. Third, 
the compound is quickly and readily absorbed in several 
ways—after ingestion, through the intact skin, and in 
vapor form through the respiratory tract. Fourth, car- 
bon tetrachloride looks like water. Every once in a 
while, poisoning results because some carbon tetra- 
chloride has been left in a drinking glass, and a thirsty 
person will have gulped down a sizeable portion before 
he identifies it as something other than water. 

When carbon tetrachloride is being used as a clean- 
ing fluid in the home, all too frequently the users dis- 
regard the warning against working with it in a closed 
space. They are quite aware of the smell of the stuff, 
but they do not understand that to smell carbon tetra- 
chloride is to absorb it through the respiratory mem- 
branes. When the cleaning job is a big one, such as 
removing spots from a rug, and when the worker and 
the fumes are closed up together in a small room, there 
is grave risk of severe poisoning. 

The danger of carbon tetrachloride poisoning is 
considerably intensified when an exposed person has 


previously ingested alcohol. That fact cannot be ex-. 


plained by carelessness resulting from the effects of the 
alcohol. Rather, it appears that alcohol somehow sen- 
sitizes vulnerable organs to the toxic effects of the other 
compound. 

Regardless of the route of entry of carbon tetra- 
chloride into the body, nausea and vomiting are early 
symptoms of poisoning. Beyond this, symptoms are 
related chiefly to damage to the liver and kidneys, and 
the kidneys are seriously affected more often than the 
liver. Renal damage is characterized by the clinical 
syndrome of acute renal failure (acute tubular injury). 
Severe hepatic damage is attended by jaundice. 

There is no satisfactory antidote for carbon tetra- 
chloride poisoning. The only answer to the problem, 
therefore, is prevention of exposure. Family physicians 
can help immeasurably by making their patients aware 
of the inherent dangers of the compound and by dis- 
couraging its use in the home. One general practitioner 
takes this opportunity very seriously. He had an un- 
fortunate experience with carbon tetrachloride in his 
own home. Consequently, he has devised a special 
technique for warning his patients. Every time he has 
need to remove adhesive tape from a patient (and this 
is a frequent event in his busy practice), he makes a 
little speech, as follows: 

“Do you smell this stuff ’'m using to soften this 
adhesive tape and clean away the stains? That’s ether. 
You can sniff a lot of it, and it will never hurt you. 
There’s only one trouble with it. It burns easily— 
might cause a bad fire if I weren’t careful with it. But 
here, smell this.” (At this point, he lets the patient take 
a whiff of carbon tetrachloride.) ““That’s carbon tetra- 
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chloride,” he continues. “It’s a good cleaner, bi: | 
don’t like to use it. Too dangerous. Oh, it won’t coich 
fire. Matter of fact, it’s been used to put out fires. ut 
inhaling carbon tetrachloride is like drinking a dau, cr- 
ous poison. It damages the kidneys and the liver. [’ll 
bet you’ve got some carbon tetrachloride in your home 
for use as a cleaning fluid. Get rid of it before it makes 
somebody sick.” 

Some of that physician’s patients have had to listen 
to his warning more than once. He forgets that he has 
already told them about carbon tetrachloride. But they 
don’t mind. They appreciate his interest, and it takes 
their minds off the smell of the ether. 


Rehabilitation: The Physician’s Duty 


REHABILITATION PROGRAMS urgently need the attention 
of all physicians. As things now stand, few physicians, 
in any one community, know about the resources for 
rehabilitation in their own community, much less appre- 
ciate the scope of the national program. 

There is always some danger-in any kind of igno- 
rance. With respect to rehabilitation activities, physi- 
cians cannot afford to be ignorant or apathetic. They 
run the risk of losing control of those activities by de- 
fault. Entirely aside from other considerations, direc- 
tion of rehabilitation of the sick and injured must be in 
physicians’ hands for the good of the patients. 

Too many doctors still think of rehabilitation as 
something accomplished by physical therapists with 
heat and massage. That is not surprising. The growth 
of activities in the field has been rapid, and there is a 
natural lag in bringing all physicians to a modern point 
of view. 

Present-day rehabilitation employs many techniques 
that are not strictly medical—psychologic and social 
readjustment, occupational retraining, job-finding —all 
having the objective to restore the sick and injured to 
maximal obtainable function as rapidly as_ possible. 
This implies comprehensive care that includes partici- 
pation by many paramedical personnel, including phys- 
ical therapists, occupational therapists, and clinical 
psychologists. In addition, nonmedical people are 
active—educators, sociologists, vocational counselors. 

With so many varied interests represented, someone 
must assume leadership. Clearly, this is the physician’s 
responsibility. Rehabilitation begins with his diagnosis 
and treatment. Whatever modalities are employed, it 
should not end until a physician assays the results. 
Unless he takes the lead throughout the process, it is 
questionable that the important traditional physician- 
patient relationship can be maintained or that patients 
will receive all of the benefits total rehabilitation has to 
offer. 
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Rhythms in Life 


Tue stupy of biologic rhythms continues to fascinate 
physiologists and other scientists. As Cole says, in 
Science for May 3, 1957, **. . . New ‘cycles’ are rapidly 
being discovered in such remotely related material as 
intact mammals and slices of living vegetables.” 

When rhythms are observed in a living animal, it is 
difficult, if not impossible, to decide about their mech- 
anism. Presumably they may originate because of 
purely endogenous influences. However, since the 
animal is always subject to environmental factors 
that may inaugurate rhythmic changes in the animal’s 
body functions, scientists have trouble in appraising to 
what extent rhythms are exogenous. Students of en- 
dogenous rhythms may strive to minimize environ- 
mental effects by “standardizing” the environment. Yet 
they know that this is virtually impossible of full 
achievement. 

Invariably, another element of error may be intro- 
duced in the analyses of data that are thought to 
demonstrate rhythms in life. This is the potential error 
of statistical methods. In order to assay that latter fac- 
tor, Cole set up an interesting experiment. By means of 
an ingenious device, he was able to shield an experi- 
mental animal completely from all environmental in- 
fluences, even including cosmic radiation and the 
earth’s magnetic field. He then obtained data on the 
animal’s metabolic rate from hour to hour for a number 
of days. Corrections were made to eliminate the influ- 
ence of lunar rhythm, and the hourly figures for five 
days were averaged. 

The resulting data clearly depicted a rhythmic varia- 
tion in the animal’s metabolic rate. Here, for the first 
time, research had disclosed a rhythm that could only 
be endogenous. The animal’s peak of metabolic activity 
occurred in the early morning hours, and the minimum 
was observed exactly 12 hours later. The animal obvi- 
ously tended to be active in the early morning and 
quiescent in midday. 

For those who may doubt that Cole could devise an 
experiment in which environmental influences would 
be completely eliminated, it should be revealed that the 
subject of this particular experiment was the fabulous 
unicorn. 

The “observations” of the “metabolic rate” were ob- 
tained by mathematical techniques that are widely used 
in the development of statistical information. 

Cole’s experiment surely was not intended to deride 
those techniques, nor did he intend to prove that all 
observations of biologic rhythms are false. Rather, the 
impression is strong that he was striving only to re- 
emphasize that the scientific approach must never lack 
humble skepticism. 


GP August 1957 


Uncle Wilfred 


Uncie Wirrep has a word of advice for parents who 
are inclined to be too proud of their children. “It’s no 
use telling other people about your children,” he 
warns. “They either have some of their own—or they 
don’t.” 


The Part of the Physician in Marriage Counseling 


PROBABLY MORE than anyone else, the physician, es- 
pecially the general practitioner, is confronted with 
problems of marital unrest. People in need of marriage 
counseling come to their doctor with many conversion 
symptoms, magnified by their anxieties. The under- 
standing physician who takes the time to learn about 
the emotional background of his patient’s complaint, 
will find gratification in the miraculous cures he can 
perform simply by helping a crippled marriage. 

The diagnosis of marital disharmony is not always 
easy. There are occasions when the patient will im- 
mediately open up his heart to the doctor, and des- 
cribe his most distressing problems, but more often 
the physician has to pry this information loose. 

Just as it is important, in diagnosing any illness, to 
ask a patient about his occupation, it is equally im- 
portant to ask, openly and frankly, about a patient’s 
marital happiness or unrest. 

The problems that disturb the harmony of marriage 
seem limitless in numbers and variations. But, what- 
ever the problem, the physician is in a supreme posi- 
tion to help. He can render assistance by discovering 
that his patient’s symptoms have their origin in an 
emotional disturbance related to marriage. That dis- 
covery is the first step toward marriage counseling. At 
times, the counseling itself may properly be under- 
taken by the physician alone. However, he should be 
alert to the need for consultation with other experts— 
the psychiatrist, the attorney, the churchman, the pro- 
fessional marriage counselor. 

The thought about consultation has another side. 
Attorneys, judges, churchmen and marriage counselors 
should know that they may be missing a good bet if 
they do not seek the help of the family physician. 
When sickness, unhappiness or threat of divorce arises 
out of marital disharmony, the problem may not be 
solved unless there is strong interprofessional and in- 
traprofessional cooperation.—JAMES FRENKIL, M.D., 
Baltimore, Md. 
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Figure 1. Basket-weave ankle taping, Gibney type. The vertical straps 
are for lateral ligament support, the horizontal straps are for 
fixation of the dressing. For remedial strapping, the strips should 
be as illustrated. For protective strapping, taping should stop at the 
height of strip 15. At the above leftis shown the felt pad which should 
be placed under the tape to protect the heel cord. This is quite 
important if the athlete is to run. 


Ankle Taping and Wrapping 


Figure 2. Louisiana ankle wrap. This requires a 100-inch web ankle bandage. The start of 
the wrap is shown in the upper right drawing and is continued at the middle right, then lower 
right. At (G) the starting point is reached. The wrap is continued in this same fashion, with 
overlapping of turns, until the bandage is exhausted. Directly to the right, one complete turn 
of the bandage is shown. This is not the whole wrap. The bandage may be applied over a 

heavy sock, as shown, but wrinkles must be avoided. 
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Prevention and Treatment 
of Acute Ligament Injuries in Athletes 


The injured athlete is particularly eager to get well. 
Therapy of common athletic injurtes— 

for example, those about the ankle and knee— 

should be guided by the following principles: 

a goal of 100 per cent recovery, 

prompt and completely adequate evaluation, 

the avoidance of expediency, 

and a belief in the value of competitive athletics. 
Prevention of injury is an equal responsibility of the team physician. 
This includes an evaluation of the boy’s physical capacity 
to participate, the planning of training programs 

and the supervision of protective equipment. 


DON H. O'DONOGHUE, M.D. 


Department of Orthopedic and Fracture Surgery 
University of Oklahoma School of Medicine 
Oklahoma. City, Oklahoma 


Wir an ever-increasing percentage of our youth 
participating in some type of organized athletics, more 
attention must be directed toward the prevention and 
treatment of those injuries that are most common on 
the athletic field. 

On casual consideration it may seem that prevention 
and treatment of these injuries are at opposite poles of 
the problem. 

The physician, however, is well aware of the fact 
that they frequently go hand in hand, and this is 
certainly true in an athletic program. 

Excellent training methods will reduce the number 
and severity of injuries to be treated. And adequate 
treatment of one injury will serve not only to lessen its 
chances for recurrence, but also to decrease the likeli- 
hood of a new injury that may be caused by protecting 
the first. 

Hence, the goal of each program should be three- 
fold: first, to prevent injuries; second, to minimize 
temporary disability ; and third, to prevent permanent 
disability. 
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The Trainer and the Physician 


Much progress has been made in the last two dec- 
ades to accomplish these three ends. In the past, the 
trainer in most institutions was either nonexistent or 
was a graduate from the supply room. His main facili- 
ties were a roll of adhesive and a jug of liniment. His 
aim was to “keep ’em rolling.” The physician was con- 
sidered to be the last resort; a sort of necessary evil to 
be seen only after all hope was gone that the player 
might compete again. The general fear was that once 
the player reached the doctor, his days as an athlete 
were over. 

Far too often this fear was justified for two inter- 
related reasons. First was the very fact that the player 
was sent to the doctor as a last resort and far beyond 
the ideal time for immediate treatment. Second, the 
doctor failed to realize the importance of 100 per cent 
participation to that particular individual. He tended 
to belittle the athlete’s keen desire to return to com- 
petition. 
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“*SUILD UP"* EXERCISES FOR LEGS AND TRUNK 


Resistive Drills 

Sit on table and raise leg against gravity. 

» Weaghts. Sit on table with weights on foot. Raise weights until 
leg is parallel to floor (execute in three.series of ten with two or 
three seconds between fl:xion and extension). Increase weights. 
Start with no weight and gradually increase to 25-30 lb. 

. Same as B only place maximum weight load on foot, Raise and 
bold just as long as possible (until quadriceps becomes tired). 
Rest and repeat two times. 

. Pulley weights. Flex and extend leg from sitting or lying position. 

. Knee press. Stand with fect apart, knees slightly flexed and 
hands wn outside of knees, Press knees together with hands— 
knees offering resistance. Repeat outward. 

» Wall push. Stand erect one yard from wall and try to force foot 
through the wall—keeping leg straight. 

Bed lift. Stand with your back to ati -unliftable object which is 
about two feet from the ground. Try lifting the object with the 
heel. 

« Bar press, On back with feet under bar (weights on end of bar). 
Push bar up as far‘as possible, and slowly let it back down. 


Stadium Steps 

“Jog” up steps, and walk down (can add weight by carrying a 
dummy). 

; Knee Bends 


i Grasp stall bars with hands and do a % or % knee bend. (Do not use 
~~ full knee bend or duck waddle.) 


_ Emphasize leg extension by snapping the lower leg forward with each 
stride, 


Running 


Back WARDS 


A. Run’ backwards. 
B, Walk up steps backwards. 


Bicycle Riaing 
_ (Buy an old bicycle.and stay out of cars ) 
A. Riding. With force coming from injured leg. 
B. Stationary bicycle. 
C. On back. Palm of hands under buttocks, legs straight and toes 
pointed. 
D. Same as C only add weights to foot. 


A. Walk on toes. Add weight by carrying dummy. 

i B. Raise weight high on toes. 

Heel Touch 
_ Straddle position with arms-over head. Right hand touch rear of left 
heel, etc. 


Leg Swing 

On back. Raise leg to perpendicular with knee straight then ing 
leg across body until toe touches floor on opposite ‘side. Hi, ind 
shoulders remain on floor throughout. 


Lateral Leg Swing 

Place extended arm (laterally) opposite Jeg to be exercised against 
wall. Swing leg out laterally, then across in front of other leg as {a1 as 
possible. 


Hurdle Spread 
Sitting in hurdle spread position with leg extended. Touch exicided 
tee with opposite hand. 


Qvadriceps Builder 

Sit on bench inch behind knees, toes under sta!) bars and trunk 
erect. Baise hedy by contracting quadriceps and straightening legs. 
Weight can be increased by backward lean of body. 


Sit-ups 

Hook toes under stall bars. Sit up and touch right toe with left hand, 
and left toe with right hand. 

Rocker 

Flat on back. Raise legs to a perpendicular position, grasp toes and 
rock back and forth. 

Circle Drill 

On back with legs straight. Raise the leg to 90° and rotate it in small 
circles (in. both directions). Rereat with both legs. 

Flutter Kick 


On stomach with legs Re - and knees semilocked. Move the legs 
up and down in the same motions as the flutter kick in the pool. 


Canvas Strap 
Sitting position with a canvas strap (which is attached to wall or 


table) around calf of leg, From this. position stand up without using 
hands. 


Rowing 


Swimming 


Crawl, not breast stroke. 
In conclusion, always remember a well-developed quadriceps muscle 
is the best possible indication of a strong healthy knee. 


Kennetn Rawiinson, Head Trainer 
University. of Oklahoma 
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The coaching staff has come to realize that it has 
able support from the trainer and the physician, and 
that the best way to field the complete unit is to pre- 
yent injury if possible, and if injury does occur, to 
treat it promptly. The injured player is no asset to his 
team. His continued playing does damage to himself, 
his team and his coach. The player, the coach, the 
trainer, the physician and the specialist must all work 
together as an effective unit if the team personnel are 
to be maintained at their effective best. In this way the 
goals of prevention, decreased morbidity and com- 
plete recovery can be attained. 


Prevention 


There has been a steady improvement in this facet 
of the problem in the past few years. The trainer has 
become a skilled professional person. Unfortunately, 
most schools, especially secondary schools, cannot af- 
ford a full-time trainer. The roll of the physician here 
must be that of advisor and supervisor to whatever 
amateur trainer is available. It is neither fair nor de- 
sirable to put the whole responsibility of physical con- 
ditioning upon the coach, however capable he may be. 
The coach, of necessity, must concentrate his atten- 
tion on practice or the game. His training duties are 
incidental to this. The team physician should be one 
who is especially interested in the problem, and who 
will accept responsibility for this program even at 
some inconvenience to himself. Prevention of injuries 
is as much the sphere of the doctor as is the preven- 
tion of disease. 

Every player should have an intelligent physical 
examination. It is not enough simply to examine him 
and record the findings. The physician should be will- 
ing to give an opinion as to the boy’s physical ability 
to participate in sports. It is almost as bad to err by 
overconservatism as to overlook obvious hazards. Does 
this functional heart murmur really constitute a haz- 
ard? Can this boy’s adiposity be controlled? Are these 
bones really overbrittle ? 

Once it has been decided to permit him to compete, 
every effort should be made to improve his physical 
condition by active, regular and specific exercises. A 
few minutes spent planning such a program will pay 
big dividends later. Give him specific written instruc- 
tions. Then expect him to do them. Tell him when to 
start. For football, the training should begin gradually 
in June and build to a crescendo in August as practice 
starts. There are more serious injuries in the first three 
weeks of practice than after the season begins. Scrim- 
mage should not start until the player is in prime 
physical condition. The following program has been 
found to be effective: 
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1. Gradually increasing specific exercises especially 
to the legs (Table 1). 
2. Jogging increasing distances. 
3. Organized wind sprints. 
4. Stair climbing. (Running up stadium steps. Later 
carrying a load such as a dummy up the steps.) 
5. Good habits. 
A. Plenty of rest and sleep. 
B. Good food. 
C. No intoxicants. 
D. No smoking. 
The player must be convinced that this program is 
good. He must want to get tough physically. He can 
prevent injury by so doing. 


EQUIPMENT 


In contact sports, espcially football, good equipment 
is essential to protect the player from injury. Some of 
this is obvious, such as adequate, well-fitted headgear, 
well-made shoulder pads and good hip pads. Other 
things are of almost equal importance. Thigh pads 
must cover the quadriceps and be firmly anchored. A 
slipping pad will often in itself cause injury to the 
underlying. muscle. Many players will leave off their 
knee pads. Knee pads are extremely important and 
must be well-fitted so as to permit free action of the 
knee. They will not prevent knee sprains but will pre- 
vent chondral marginal contusions, prepatellar bur- 
sitis, and patellar injuries. Equally important are the 
feet. The shoes should fit, the socks should be intact. 
A loose cleat may cause a twisted leg. Good equip- 
ment will pay for itself by reduced medical ex- 
penses and added effectiveness of the players. 

The question of taping and strapping is always a 
pertinent one. Proper support of the injured part is of 
great importance, but how about preventive support ? 
It is very important to use some form of ankle wrap- 
ping or taping, especially in football. The ankle should 
be wrapped or taped for every practice and for every 
game. The exact type will depend upon the preference 
of the individual (Figures 1 and 2). 

Finally, mental fitness is of prime importance. The 
player must be convinced that a fit body is his best 
insurance against injury. He must play with “carefree 
abandon.” The player who fears injury will surely be 
hurt. Complete physical fitness and mental confidence 
is the hallmark of the successful athlete. 


Treatment 
It must be evident that in an article of this scope it 
is impossible to detail exact methods of tréatment for 


each injury. Such methods are available for study else- 
where and vary considerably in different clinics. The 
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basic treatment of the athlete is that of any young, 
healthy human. The important consideration is the 
concept that the result must be prompt and, alove all, 
complete. I will outline the treatment for a few specific 
conditions to illustrate the type of care I believe to be 
advisable. The same basic principles can be applied to 
most other injuries. 

Prevention is better than cure. However, if injury 
occurs, the first step must be early recognition of the 
nature and the degree of the damage. There is no bet- 
ter time to determine the extent of an‘injury than at 
the time it happens. The idea of waiting to see how 
severe the injury is by trial and error is not compatible 
with the first principle of treatment of athletes; namely, 
prompt and definitive care. As time passes, edema and 
inflammation supervene to cloud the picture. A com- 
plete careful examination, done early, will often permit 
definitive treatment days, and even weeks, earlier than 
the “wait and see” technique. Saturday’s injuries 
should not be examined on Monday morning, to suit 
the convenience of the doctor or others. Once the 
decision concerning treatment is reached, carry it out 
confidently and completely. If the specialist is needed, 
give him the same opportunity for early examination 
and treatment that you have had. It is truly dishearten- 
ing to examine a patient weeks after his injury and to 
find that the proper time for definitive treatment is long 
past. 


To THERAPY 


The goal must be 100 per cent recovery. It may not be 
possible to attain this result in a given case, but if we 
do not try for it, we will never reach it. The young, 
well-conditioned athlete as a rule will tolerate what- 
ever reasonable measures are necessary to give him 100 
per cent recovery. The doctor must resist compromise 
or unjustified complacency that tend to negate this 
goal. 

Avoid expediency. Too often, outside influences may 
overweigh sound judgment. The player’s desire to 
compete, overoptimism, failure to admit the extent of 
the damage and hesitation to interfere with school 
attendance may lead one to adopt a “middle of the 
road” course when a definite decision should be made. 
Strict medical evaluation must be the deciding factor, 
not influenced by temporary convenience. 

Adopt the best method of treatment. Here too, a tem- 
porizing attitude is fatal to good results. If you really 
believe he needs a cast, use it! If you think he should 
be on crutches, insist on it! If his ligament needs surgi- 
cal repair, see to it! The best treatment is not one that 
can be put off indefinitely. Time is of the essence in ob- 
taining a complete recovery in most ligament injuries. 

Believe in the value of competitive athletics. The physi- 
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cian must recognize that to this patient it is vital tl: 
he be restored to athletic competition. If the patict 
believes that the doctor deprecates the importance of 
athletics, the vital sympathetic link between paticit 
and doctor is lost. A master violinist would not trust 
his hands to one who believed fiddle playing to be un- 
important. 

Treatment must be prompt. Unnecessary delay is not 
compatible with good results in ligament injuries. 
**Don’t hurry but don’t fiddle” is as applicable here as 
it is in the operating room. 


ANKLE INJURIES 


As the player is helped from the field with an injured 
ankle, what must be done? First and foremost, ex- 
amine him! Do not pack him in ice and wait until to- 
morrow. Determine the nature and extent of his sprain 
if possible. Is it mild, moderate or severe? 

Mild sprain. This is one in which some few fibers 
of the ligament have been torn, with some hemorrhage 
into the ligament but no actual weakness. Symptoms 
are not severe. Pain, swelling, tenderness are all local 
and pain is caused only by forceful reproduction of the 
straining force. The athlete can walk, and indeed will 
try. Examination reveals no abnormal motion, no pain 
on normal range of motion. X-ray is negative. 

Provided one can be sure that the sprain is mild, ex- 
tensive treatment is not necessary. Local treatment is 
ideal here. Injection into the hematoma of procaine 
and hyaluronidase followed by Gibney strapping will 
give good relief. The strapping gives confidence and 
prevents re-injury. If you can be sure the injury is 
mild, let him play. If not, wait until tomorrow when he 
should be essentially symptom-free. 

Moderate sprain. This covers a much more critical 
area. Here, some portion of the ligament is torn and 
some weakness is present. The question is, how much? 
All symptoms are more severe. Pain is severe, swelling 
is prompt and often extensive. Motion of the ankle in 
extremes is painful, especially motion that reproduces 
the injuring force. Early examination will reveal ex- 
treme tenderness at the point of injury. Early swelling 
will be a localizing hematoma. After a few hours, these 
symptoms become more diffuse and of less value from a 
prognostic standpoint. There will be no abnormal mo- 
tion or instability. X-ray will be negative or show a 
“‘sprain-fracture,” but will not reveal abnormal motion 
or displacement. 

Treatment in this group is of much more importance 
and must be designed to prevent further injury and to 
permit repair of the damaged ligament. Injection with 
procaine and hyaluronidase is excellent but must not 
be permitted tc disguise the severity of the injury or 
iv permit early, active use. 
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The ideal treatment of moderate sprain is: 
1. Local injection (procaine, 2 per cent, flowed by 
hyaluronidase to diffuse the hematoma). 

2. Pressure bandage, care being taken that ha pres- 
sure does not interfere with circulation. 

3. Ice pack 24 to 48 hours. This should be an ice 
pack, not an ice bag. 

4. Stirrup splints, made of plaster with a heavy 
posterior splint and a lighter lateral stirrup. non- 
weight bearing: three to six days. 

5. Walking plaster boot cast: seven to 14 days. 

6. Gibney strapping, continued until the patient is 
symptom-free. 

Obviously, the extent of the above treatment will 
depend upon the severity of the case. This can be de- 
termined by the patient’s progress toward recovery. 
Protection must be the rule until repair is complete. 
This type of careful, comprehensive treatment of the 
first sprain will tend to prevent the recurrent sprain 
that is all too familiar. 

Severe sprain. This presumes the complete tearing 
of a ligament group, either medial or lateral. All symp- 
toms are more severe. Added to them will be instabil- 
ity or abnormal motion. This can be determined by 
early examination or by stress x-rays (Figures 3 and 4). 
Many believe that if the ligament is completely torn, it 
is best repaired surgically. Certainly this is true if it is 
the medial (deltoid) ligament. Good surgical repair 
assures complete recovery, shortens morbidity, and 
permits discovery of attendant injuries to joint 
cartilage and the interposition of tissue. 

If nonsurgical treatment is elected, the same treat- 
ment must be utilized as with the moderate group, ex- 
cept that the severity of the pathology will demand 
longer treatment in each phase. The patient should be 
longer in ice. 36 to 48 hours; longer in splints, seven 
to ten days; longer in a cast, 14 to 28 days; and should 
have more prolonged protection by adhesive strapping. 
After the procaine-hyaluronidase injection, relief of 
pain may permit demonstration of abnormal motion 
that pain and apprehension concealed before. Routine 
x-rays will be negative unless special stress techniques 
are used (Figures 3 and 4). Surgical repair is necessary 
if there is an irreducible deformity due to ligament 
interposition. 

Meantime, what about the patient? From the very 
first, he should be using all available muscles, especially 
in the leg involved. Hip and knee exercises, active toe 
motion, setting of muscles that cannot actually func- 
tion (such as the calf and tibials) should be encouraged. 
He should not be permitted to “invalid” himself. 
Specifically planned exercises are worthwhile in the 
timorous, 

As soon as possible, rehabilitate the ankle and foot. 
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Figure 3. Inversion injury to the ankle. At the left is the standard 
anteroposterior view. At the right, inversion of the foot reveals rup- 
ture of the lateral collateral ligament. 


Figure 4. Eversion injury to the ankle. At the left, the standard 
anteroposterior view shows fracture of the lateral malleolus. On 
the right, eversion of the foot shows rupture of the medial collateral 
ligament as well. 


Muscle setting, active motion, protected weight bearing, 
accompanied by heat. at first electric pad, later whirl- 
pool, are all very good. Atrophy prevented is far better 
than atrophy cured. 

Similar care should be given to all injuries about the 
foot, such as sprained arch and tarsal sprains, care 
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Figure 5. Anteroposterior view of the knee. The routine view is shown 
on the right. On the left, the joint is shown with forcible abduction. 


Figure 6. The finished application of a cotton cast. (For details, see 
Campbell’s OntHorepics, Third Edition.) 


always being taken to determine the true nature and 
extent of injury. 


INJURIES 


At the knee, a more difficult problem exists since 
the knee is basically an unstable joint while the ankle 
is anatomically stable. The same principles of all liga- 
ment injuries apply. Is it mild, moderate or severe? 
If mild, local injection, ice, pressure dressing need be 
used but briefly. If moderate, treatment must be more 
comprehensive. Careful examination, x-ray studies, 
particular attention to degrees of lateral motion as 
compared to the opposite side, are important (Figure 
5). Pain on lateral motion or rotation are indicative of 
significant ligament damage. Effusion early means 
blood, and later usually blood and fluid. Early blood 


in the joint indicates significant damage to the capsule. 
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The plan of treatment should be: 

Local injection. This should be into the hemat: 1a, 
not necessarily into the knee, with procaine and iiy- 
aluronidase. 

Pressure dressing. Cotton cast, or elastic banilage 
over sheet wadding, or similar type dressing shoul: be 
used to put uniform pressure over the knee. Take care 
not to obstruct the circulation to the foot. 

Ice pack for 24 to 48 hours. Again, not a single ice 
bag or two or three ice bags but an actual pack of 
crushed ice should be employed. 

Aspiration. If fluid is present within the joint cap- 
sule, aspiration of the knee under surgical technique 
should be done early, followed by pressure bandage. 
The aspiration should be repeated if the fluid reac- 
cumulates. Early aspiration of blood is an indication 
for injection of hyaluronidase. Later aspiration of joint 
fluid should be followed by injection of hydrocortisone. 

Splinting of the knee. Again with cotton cast (Figure 
6) or plaster splints, the splinting following use of the 
ice packs and continued 14 to 21 days, depending upon 
the severity of the injury and progress toward recovery. 
Weight bearing may be permitted as swelling subsides 
and as pain permits. 

Protective strapping. Particularly during activity, 
strapping should be continued until the patient is 
symptom-free. The usual “pull-on” elastic bandage is 
uncomfortable and of little real value. An elastic 
bandage of the Ace type is better tolerated and more 
effective. 

In knee injuries, rehabilitation is extremely important 
and should be well planned. It should start at once 
with quadriceps setting, abdominal and back exercises, 
foot and ankle exercises (Table 2). 

In the knee, it is particularly important that com- 
plete ligament tears be diagnosed early and treated 
surgically. ‘The earlier the repair, the better the re- 
sult.” Delay of over two weeks seriously impairs the 
value of surgical repair. The first day is the best day if 
surgery is to be utilized. 

Meniscus injuries accompany sprains and are a sub- 
ject in themselves. If an adult semilunar cartilage once 
tears, it will not repair. If you do not recommend 
surgery for the first locking or slipping, certainly the 
second should be the signal for arthrotomy. Each lock- 
ing adds to the hazard of further damage to the knee. 
The locked knee that cannot be unlocked demands 
surgery for relief. 


OTHER JOINTS 


Other sprains, while Jess common, require the same 
type of thoughtful care. As a rule, the completely torn 
ligament demands rather extensive treatment and 
should be protected until repair is presumably com- 
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REHABILITATIVE EXERCISES TO THE THIGH MUSCLES FOLLOWING KNEE INJURY OR OPERATION 


Your knee is just as good as your quadriceps (thigh) muscle is 
strong. It forms the first line of defense against knee injuries, and 
when it is weakened, strain on the ligaments develop. 

Knee injuries seldom occur unless the foot is firmly fixed to the 
ground. Injuries in the pile up may be greatly reduced by keeping 
the knee flexed. 


Exercises While Confined to Bed or Cast 

A. Flexor. Flex muscles of thigh and buttocks and draw knee cap 
toward pelvis (patellar shrugging). Hold until leg gets tired. 
Do anytime in cast, class, movies, bull session, dinner, etc. 

B. Leg raising. With knee joint locked (either in cast or out) lift 
leg up{te right angle) and lower slowly. 

G. Resistive leg raising. Same as above only rest the ankle of the 
uninjured leg, and offer slight resistance to the raising of the 
injured leg. 


Continue ali ahove exercises after cast has been removed. 


Passive Exercises 
A. Flexion exercises (Stretching). 

1. Sit on table with leg extended over edge, Weight of leg will 
gradually drop it into full flexion, 

2. Sit on table. Grasp shin and slowly null t6 buttocks. 

3. Lying om abdomen, place bandage around foot (or big toe) 
and hold in beth hands Attempt to flex knee by ‘pulling 
on bandage. 


B. Extension exercises (Stretching). 


1. Standing. Place heel of injured leg on a low chair and hands 
on knee (patella). Slowly force knee hack (extension). 

2. Lying supine, place weight like a saddle bag over the knee. 

3. Lying prone, place a weight over the back of the ankle. 


Table 2. 


Cc. 


Gravity swir g. 
Sit on table and swing leg back and forward. 


Active Exercises 


A. 


Sit on the side of the table with the legs hanging over in a 

vertical position. 

1, Raise the foot on the involved side to the horizontal position 
slowly to the count of three seconds. 

2, Hold in horizontal position to the count of three seconds. 

3. Lower slowly to the count of three seconds. 

4. Rest for the count of three seconds. 


. Repeat this ten times. Rest a little. 
. These exercises should be repeated two or three times a day 


depending upon your tolerance. 

When you are able to complete the series of 3C elevations, add 
weight to the foot at the next period of exercise and raise this 
weight until you can do it the full 30 times. 


. Continue these exercises, adding weight successively according 


to your tolerance until you are raising at least 25 or 30 pounds 
through this series. You may use the opposite knee for control 
if you like to get some idea how much you should expect to 
rais¢ on your injured leg, 

Make a chart for your daily progress and record on it each 
period of treatment, noting the ascending curve of your weight 
lifting capacity. 


.. These exercises should be contiiued until the circuniference 


of the involyed leg thigh is the same as the injured thigh and 
until you are able to raise as much weight as you can on the 
uninvolved side. As your strength increases, the exercises listed 
above can of course be supplemented by other exercises, such 
as going up and down stairs, partial knee bends and single 


knee bends. 


plete, usually 21 to 28 days. Where reduction is com- 
plete and stable, namely, shoulder, elbow or hip, 
closed reduction and external fixation is adequate, but 
fixation must be long enough for repair. When reduc- 
tion is inherently unstable, such as acromioclavicular 
and coracoclavicular ligament injuries, or ligaments 
about the knee, open repair will give the best chance for 
anormal result. 

Many other situations involving acute ligament in- 
juries will arise, and each demands its individual con- 
sideration. The dislocated thumb must be splinted 
long, the subluxed finger joint must be protected, the 
spinal ligaments may be protected by a corset, the 


slipping rib by its binder. 
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To generalize once more, be really interested in your 
athlete and his career. Examine early, completely and 
tenderly. Make up your mind as to the best treatment 
and stick by your guns in the face of overoptimism, 
public pressure and private convenience. Above all, 
don’t vacillate simply because it is the easiest course at 
the moment. 

The athlete is a wonderful patient. He is healthy, 
alert and tremendously eager to get well. Make this 
impatience an asset rather than a liability by showing 
him the whole picture and then helping him to carry 
out your advice. 

There is no more rewarding field in medicine than 
the care of the young athlete. 
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Concurrently with the development of blood bank- 
ing, there has been a tremendous increase in the 
number of blood transfusions. There are several 
million given in the United States annually, and as 
one would expect from the number and complexities 
involved, there are mishaps involved in some in- 
stances. There is an incalculable amount of benefit 
derived from these transfusions, but always lurking 
in the background is a bad result and a legal action. 
These mishaps may be classified into two groups: the 
so-called unavoidable accidents for which there at- 
taches no legal responsibilities, and those attribut- 
able to someone’s negligence or carelessness. 


A Legal Look 
at Blood Transfusions 


PAUL DAVID CANTOR, M.D., LL.B. 
Bethesda, Maryland 


THE PUBLIC is becoming more conscious of their right 
_ to remain free of harm due to the actions of others. 
Whenever legal redress is sought, it is almost always 
under the laws concerning the tort of negligence. Neg- 
ligence as a legal form of action has been developed 
in the last century and a half, growing from the liability 
of persons engaged in certain occupations such as 
blacksmithing, innkeeping or surgery. In the interest 
of public policy, the courts began to penalize such 
people when they did not use the care and skill they 
represented to the public as having. 

Today, one is guilty of negligence if his conduct 
was not in keeping with that of a reasonable and pru- 
dent man under the same circumstances. This reason- 
able and prudent man is a hypothetical creature of the 
law whose characteristics vary in each case in relation 
to the actor being judged. The factors to be consid- 
ered in each case include physical capabilities, intel- 
ligence, experience common to the community, and 
special skill and experience. Therefore, the act of a 
child when suddenly frightened cannot be judged neg- 
ligent using the standard of an intelligent adult with 
time to meditate his reaction. Projecting this into the 
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present topic, a technician sued for negligence }e- 
cause of a mistake in typing a sample of blood ca:inot 
plead the defense of lack of certain knowledge if i: is 
knowledge a technician is supposed to have. {hat 
technician’s standard of behavior and skill wil! be 
measured against similar persons, and not agains: the 
janitor who sweeps the hall or the superintendent who 
runs the hospital or the senior pathologist in charge 
of the department. 

By the application of the foregoing to blood banking, 
the following possibilities of negligence are apparent: 

1. An action by the donor for negligence. 

a. For the use of an improper donor due to status 
of health, presence of anemia, etc. 

b. For the use of faulty technique. 

2. An action by the recipient for negligence. 

a. For the improper choice of a donor resulting in 
the transmission of disease. 

b. For an improper technique of obtaining the 
blood, preserving the blood or for keeping it 
for too long a period of time. 

c. For improper or careless testing or labeling of 
the blood. 

d. For improper administration of the blood. 

3. An action by the recipient for breach of warranty. 
From this outline, it is obvious that legal responsi- 
bility attaches from the moment the donor is prepared 
until long after the recipient has received the blood. 


Actions by Donors 


I could not find reference to cases precisely on the 


point of the taking of blood from a donor who was in 


no physical condition to give it. However, under the 
laws of all jurisdictions, liability would attach to anyone 
causing injury to a donor by increasing an already dan- 
gerous anemia. This would be especially true if the 
doctor or technician failed to even test the donor for 
the quality of his blood before the taking. It would be 
held without question that the standard of knowledge 
of any person in such a position would be that harm 
could result from such an action. An exception to this 
would be in the case of an emergency when the donor 
was informed as to the possible result and waived his 
rights to recover for the consequences. 

A case decided in Texas in 1949 illustrates the im- 
portance of proof in establishing causation of injury 
following the giving of blood. The plaintiff suffered a 
severe infection in her arm immediately after and at the 
site of blood letting. She contended that the needle 
must have been contaminated. The defendant’s testi- 
mony showed that it was impossible to fix the origin of 
the infection in this case. All the normal precautions 
were taken, a sample of the blood was cultured routinely 
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and no evidence of contamination developed. The only 
testimony favorable to the plaintiff was that the taking 
of the blood could have been the source of infection. In 
rendering its decision the court said “the proof must 
establish causal connection beyond the point of con- 
jecture. It must show more than possibility. Verdicts 
must rest upon reasonable certainty of proof.” Judg- 
ment was rendered for the defendant. 


Actions by Recipients for Improper Choice of Donor 


It is deemed by the courts that doctors should be 
aware of the possibility of the transmission of disease by 
transfusions. To avoid the possibility of being guilty of 
negligence, certain questions should be asked of the 
donors and certain tests should be made on a sample of 
the blood before its use. In the case of plasma trans- 
mission of jaundice, I believe the courts would hold 
it negligent to give such plasma before it was irradiated. 

Certainly every potential donor should be interro- 
gated as to whether or not he knows of any disease he 
has or from which he recently recovered. He should be 
asked specifically about measles, jaundice, malaria, 
syphilis or any unexplained recent disability. I do not 
think that any doctor would be held responsible for the 
results of using blood from a donor who revealed no ob- 
jective signs of a disease and lied about his knowledge of 
infection. This exception would not include syphilis as 
ithas become a standard accepted procedure to routinely 
check every unit of blood for this disease before its use 
in transfusions. How well the medical profession has 
met this problem is reveaied by the fact that a New 
York case tried in 1938 is the most recent legal action. 


Improper Technique in Obtaining or 
Preserving Blood 


Asa result of the monumental amount of work in the 
field of blood banking during the last two or three dec- 
ades, there has crystallized a group of rules. These are 
not to be found in any official or accepted list of pro- 
cedure but have assumed a position of acceptance and 
common knowledge among those having to do with the 
taking, testing, storing and giving of transfused blood. 
Obviously all of the equipment used in the drawing of 
blood shall be sterile, and sterile technique is observed 
during the procedure. The blood must be stored con- 
tinuously at a temperature least beneficial to possible 
bacterial contaminants. However, some bacteria may 
multiply at refrigerator temperature, and the blood cells 
will deteriorate and actas foreign protein upon injection 
if they are stored too long, even under the most ideal 
conditions. It has become accepted dictum that blood 
"nust not be used for transfusion if it is over 21 days old, 
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and in some banks the time is limited to 14 days. 

Admittedly, it is exceedingly difficult for an injured 
plaintiff to prove causation between his injuries and 
negligence in the obtaining or storing of blood. How- 
ever, any plaintiff who suffered harm from contami- 
nated blood or deteriorated blood and who could prove 
a break in the accepted procedure of the taking and 
storing of the blood he received would stand in a very 
favorable position before a jury. 


Improper Testing or Labeling of Blood 


Any person receiving a blood transfusion has a legal 
right to expect that it has been properly tested for safety 
by one competent in the proper procedures. The classi- 
fication and determination of compatibility of blood 
has reached a point of scientific crystallization. The 
A, B, AB, O, M, N and Rh factors are universally ac- 
cepted and followed. 

The importance of accuracy and the results of mis- 
take in testing are so well known that anyone concerned 


with the transfusion of blood is legally held to have such 


knowledge and to be responsible for any damage result- 
ing from any deviation of the basic rules. Any mistake 
in the typing, labeling, cross matching and administra- 
tion of blood will not be excused in the eyes of the law. 
The general use and knowledge of the accepted pro- 
cedures leave no room for a margin of error. Under the 
banner of public policy, if for no other reason, the 
courts accept nothing less than cemplete accuracy. 

Since blood testing is done by an individual em- 
ployee of a hospital or of a physician, the problem of 
who is liable is a question of importance to be deter- 
mined by the courts. Of course the person committing 
the tort is liable for the damages caused by it, but he 
may be financially inadequate. Under the legal doctrine 
of respondeat superior, a master is liable for the torts 
of his servants committed within the scope of his em- 
ployment. This does not relieve the servant or em- 
ployee from responsibility but makes the master or 
employer also responsible. 

Yet, this is not always a simple decision to make. 
It must be legally determined whether the tortfeasor 
was an employee or whether he was, in fact, an in- 
dependent contractor. If he qualifies under the latter 
class, the liability will go no further. Another frequently 
occurring problem is to decide who is the employer 
of the guilty servant at the time the wrong is com- 
mitted. The determining factor in this decision is that 
the person having actual control over the tortfeasor at 
the time of the wrong is liable. This does not have to 
be the person’s regular employer, as a person may be 
paid by one party but loaned to and under the direct 
control of another. 
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These questions are commonly vital to blood trans- 
fusion cases because of the question of who has control 
over the technician—the hospital or the pathologist? 
Is the hospital liable for the torts of the laboratory 
when the laboratory is under the direct control of an 
“outside” physician? These cases are decided on a 
case-to-case basis depending on the facts. A Federal 
Court trying an action resulting from a technician’s 
negligence held that the laboratory technicians were 
agents of the hospital even if they technically were 
supervised by an “outside” pathologist. 

One of the exceptions to the rule of respondeat su- 
perior that developed under the common law was the 
exemption of an eleemosynary institution from liability 
for the torts of its employees, if due care was used in 
the selection and retention of the employee. Some 
jurisdictions still hold fast to this rule, but the more 
progressive are taking a more realistic view of the 
situation and limiting this immunity in various ways. 
A Mississippi court faced the problem squarely and 
realistically in 1951 by ruling that the hospital should 
be as liable for the negligent acts of its professional 
employees as it would be for the negligent acts of its 
administrative ones. New York courts have repeatedly 
attempted to do justice by adopting both legal and 
factual fictions in an effort to avoid this unrealistic 
exemption. They have held that the giving of a trans- 
fusion by a doctor and a nurse to the wrong patient 
was “administrative.” As late as 1954 the New York 
Supreme Court held that negligent typing of blood was 
not professional but administrative. A recent review of 
this last case by the Appellate Court refused to recog- 
nize such reasoning and took an intelligent view of 
what is administrative and what is professional. 


Improper Administration of Blood. 


The liability of a person for the improper administra- 
tion of blood or its products would basically follow the 
normal indications and contraindications medically. It 
would only seem to normally follow that a person 
would be liable for damages following and caused by 
a transfusion that was not indicated by the facts of the 
case. Even if no negligence could be proved in the 
collection, storage, testing and administration of blood, 
an action for damages would lie if the plaintiff could 
prove that the transfusion was not indicated medically. 
Since transfusion procedures have been simplified and 
blood is more readily obtainable, there is a tendency to 
overlook the potential danger of the process. 

Even if all of the basic testing were without negli- 
gence and the indication for transfusion clear-cut, an ac- 
tion would lie if the blood were administered in a care- 
less and negligent manner. No cases on this point were 
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found, but one very possible situation could arise fii 
the overloading of an embarrassed circulation by ‘ie 
too rapid administration. 


Breach of Warranty 


This opens up a rather dangerous approach because 
of the relative ease with which breach of warranty can 
be proved as compared to one based on negligence. 
Although the plaintiff was not successful in the case of 
Perlmutter v. Beth-David Hospital, it was only because 
the court followed a particular line of reasoning in 
reaching the conclusion in favor of the defendant. It is 
well within the realm of possibility that the case could 
have gone otherwise based on different reasoning. It is 
still a possibility that other jurisdictions will decide 
differently in a different set of facts but on the same 
issue. In this New York case the courts decided the 
furnishing of blood to a patient was only incidental to 
all the service received by the patient and therefore no 
warranty of fitness would apply. In order for the war- 
ranty to attach, there must be a sale as defined in the 
Sales Act. The seven judges deciding this case were 
split 4 to 3 in favor of the hospital. 

It is my opinion that the court’s decision on the ques- 
tion of whether the furnishing of blood to a patient by a 
hospital is a “sale” or merely a part of general hospital 
“service” will be determined on a case-to-case basis. 
Probably most states will follow the Perlmutter decision 
based on the Uniform Sales Act. However, if a separate 
charge is entered for the blood on the patient’s bill, a 
closer case of sale and ensuing warranty would result. 

Normally no warranty action lies unless there is a 
contract and then only between the contracting parties. 
Prosser, in discussing bailments (Prosser on Torts, 2nd 
edition), shows the development of the individual sale 
separated from a daily charge of innkeepers, and it is 
likely that the courts would treat a blood transfusion 
situation as they do one of food served in a restaurant 
and that liability of the hospital would exist and no 
privity would be required. 

In conclusion, it is obvious that the defense against a 
charge of negligence in this field must start with the se- 
lection of a donor. If one is to remain free of liability in 
the case of a bad result, he must be able to prove that he 
did not deviate from the accepted procedures and that 
they were done with care by persons capable of perform- 
ing them. If, because of an emergency, it becomes neces- 
sary or desirable to deviate froin the normal known safe 
procedures, such as giving group O blood toa recipient 
of another type, be very specific and complete in a writ- 
ten note upon the chart as to the why of the procedure. 
Never forget Mr. Reasonable and Prudent Man and no 
jury will ever have to compare him to you. 
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Folic acid is a nutrient essential for life. 

It is widely distributed in nature and is particulary plentiful 

in green leaves, liver and yeast. (Except for liver, meats are 

only fair sources, and milk is uniquely low in folic acid content.) 
This substance is dramatically effective in the treatment 

of several deficiency states—including generalized nutritive failure, 
tropical sprue, the macrocylic anemia of pregnancy 


and the megaloblastic anemia of infancy. 

(However, it is evident that no natural diet can be deficient 
in but a single vitamin.) Proper and persistent therapy 
for dietary deficiency can be lifesaving. 


A Ten-Year Study of Synthetic Folic Acid 
as a Nutritional Supplement and Therapeutic Agent 


TOM D. SPIES, M.D. 
Birmingham, Alabama 


RAMON M. SUAREZ, SR., M.D. 


Santurce, Puerto Rico 


GUILLERMO GARCIA LOPEZ, M.D. 
Havana, Cuba 


ROBERT E. STONE, M.D. 
Birmingham, Alabama 


Department of Nutrition and Metabolism, Northwestern University Medical School, Chicago, HI. Studies in Nutrition at the Nutrition 
Clinic, Hillman Hospital, Birmingham, Ala., at the Hospital Mimiya, Santurce, Puerto Rico, and at the General Calixto Garcia Hos- 


pital, Havana, Cuba. 


IN THE DECADE since we first reported on the biologic 
and clinical significance of synthetic folic acid, a volu- 
minous literature about this substance has accumu- 
lated. We have shown again and again that folic acid, 
like thiamin, riboflavin, niacin, vitamin By, pyridoxine 
and pantothenic acid, is a constituent of the vitamin B 
group. Each of these B vitamins is an indispensable 
part of all living matter and functions universally in 
minute amounts in every living tissue. Folic acid, like 
other members of the group, is distributed in all living 
cells, whether plant, animal or bacterial in origin. It is 
one of the most essential of this group and its impor- 
tance, even its necessity for life, should be self-evident. 

The necessity of folic acid for the metabolic proc- 
esses of cellular life has been obscured in the minds of 
many physicians and other scientists by its great value 
asa therapeutic agent in certain megaloblastic anemias. 
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For this reason, it is not as fully accepted and appre- 
ciated as it should be by the practitioners of medicine 
and others interested in nutrition. It may be helpful 
for the reader to study Table I and note that folic acid 
is present in many foods. One can see that green leaves, 
liver and yeast are among the particularly rich sources. 


Structure of Folic Acid 


Synthetic folic acid is a yellow crystalline substance. 
Its chemical formula is shown in Figure 1. Folic acid 
exists in nature in a number of chemical forms, some of 
which are shown in Figure 1. These forms and many 
others also can be synthesized. Some of these chemical 
relatives can be spoken of as conjugates and many of 
them can perform all the functions of folic acid per se. 
The highly involved physiologic, biologic and chemical 
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Figure 1. Structure of folic acid and some forms of folic acid existing 


in nature. 


relationships of folic acid to other pteroylglutamic 
acids (including the many conjugates of folic acid) and 
to other vitamins, nutrients in liver extracts, yeasts and 
other foods have produced a literature of such com- 
plexity that few can keep abreast of it. We have been 
fortunate in that from the beginning we were widely 
interested in this rapidly expanding subject and real- 
ized that this vitamin was destined to be of great nutri- 
tional and clinical significance not only in the tem- 


perate zones but also in the tropics. 


Folic Acid and Anemia 


Our early observations on the use of synthetic folic 
acid in the treatment of certain macrocytic anemias 
offered the prospect of studying a special form of ther- 
apy with pure chemical compounds of known molecu- 
lar structure. Our studies were done on human beings 
since no animal studies warranted interpreting the 


results in terms of relief from human disease. 


EarLy OBSERVATIONS 


Frequently we are asked how we knew that folic acid 
would promote blood regeneration in persons with 
pernicious anemia, nutritional macrocytic anemia and 
sprue. We did not know that it would be effective until 
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*“*FOLIC ACID’’ CONTENT OF FOODS 


MEDIUM 

Wheat and its products 
Beef 

Veal 


Low 

Root vegetables (known in the Caribbean as viandas) 
Cucumbers, Tomatoes, Bananas 

Pork, Ham, Lamb 

Cheese, Milk 

Many canned foods 

Corn, Rice, and their products 

Sweet potato, Plantain, Cassava 


Table 1. 


we tried it, of course, but we were not surprised to find 
this chemical compound of known structure effective. 
In the late twenties and early thirties, in association 
both with Dr. Warren Payne and with Dr. Austin 
Chinn, we reported the following observations: (1) 
Many patients with pellagra had a macrocytic anemia, 
and their blood and bone marrow was cytologically 
indistinguishable from pernicious anemia in relapse. 
(2) Such pellagrins had intrinsic factor in their gastric 
juice in contrast to patients with pernicious anemia in 
whose gastric juice it was absent. (3) When we used 
crude liver extracts, we found them more effective in 
treating the macrocytic anemia of pregnancy, the mac- 
rocytic anemia associated with pellagra, and the nutri- 
tional macrocytic anemias in general than when we 
“refined” the same batches of extracts; i.e., the more 
potent the preparation was for pernicious anemia in 
relapse, the less effective it was for the macrocytic 
anemia associated with pellagra, pregnancy and nutri- 
tive failure. (As the years went along and the liver ex- 
tracts became more effective against pernicious anemia, 
it became obvious that one or more antianemic sub- 
stances were being discarded.) (4) Like Wintrobe, we 
found that dried brewers’ yeast powder would produce 
a remission in many patients with pernicious anemia 
but not in all. 
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These observations strengthened our opinion that if 
we were to rehabilitate fully pellagrins, persons with 
the macrocytic anemia of nutritive failure and women 
with the macrocytic anemia of pregnancy, it was neces- 
sary to treat the associated anemia. We began a search 
for other hemopoietic substances in liver and in vari- 
ous foods, and we began to develop clinical centers 
where suitable patients could be attracted and treated. 
Knowing that vegetation is very different from north to 
south, we were anxious to have a center in the endemic 
pellagra region of the southeastern part of the United 
States to use in making comparative evaluations. In 
1935 an invitation was extended to come to Birming- 
ham, Ala. and set up a center at the Hillman Hospital. 
During the next decade, in the undertaking of main- 
taining our studies in Ohio and developing a center 
in Alabama, we were aided by Drs. C. A. Doan, C. V. 
Moore, H. S. Schiro, W. B. Bean, R. W. Vilter, C. F. 
Vilter, H. S. Collins, R. E. Stone and many others. 

Even as far back as 1930 we began an intensive 
search for chemical compounds, whether synthetic or 
of plant or animal origin, that were related structurally 
to what is now termed folic acid and that might have 
scientific and practical value in medicine and nutrition. 
In our studies on pellagra, beriberi, nutritional macro- 
cytic anemia, so-called pernicious anemia of preg- 
nancy and nontropical sprue, we had clearly established 
that human beings do not get a deficiency of just one 
of the vitamin B group—they have a mixture of dis- 
eases operating simultaneously. The spectacular blood 
regeneration that promptly follows the administration 
of folic acid to properly selected patients gave an im- 
mense surge to our study of deficiency diseases, though 
it didn’t cause us to lose sight of the fact that the pa- 
tient probably had other deficiency states and that folic 
acid produced many beneficial changes throughout the 
body. As investigators, we long had been concerned 
with the precise relationship of the chemical structure 
of nutrients and their effect on the entire human body. 
We showed that the human body requires the complete 
molecule and that it must be prefabricated before the 
body can use it. In so doing, we established that various 
chemical components of the folic acid molecule, such 
as glutamic acid, pteroic acid, para-aminobenzoic acid, 
the pteroyl ring, methylfolic acid and rhizopterin, were 
all ineffective. Formyl pteroylglutamic acid, thymine 
(5-methyl uracil), folinic acid and very rarely, thymi- 
dine are effective. The human body cannot put to- 
gether pteroic acid and glutamic acid to make folic acid. 


The Dietary Incidence of Folic Acid 


From the very beginning, because of an interest in 
the relationship between better food and health, we 
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were seeking an explanation of why people didn’t get 
enough of the various essential nutrients from their 
ordinary diet. As the methods for the detection of folic 
acid activity became more and more precise, it was 
possible for us to get a better grasp of how the absence 
of adequate amounts of this material from the diet re- 
sulted in ill health. From Table 1, one can get a prac- 
tical idea of the relative distribution of folic acid among 
foods. It should be stressed that green leafy vegetables 
are especially rich in this nutrient. It is difficult to 
understand why many people who need this particular 
nutrient so badly don’t bother to produce and eat such 
foods. 

Aside from green leafy vegetables, carrots, mush- 
rooms, blackeyed peas and cauliflower are rather rich 
in folic acid. Among the fruits, watermelon, canta- 
loupe, tomatoes and oranges are relatively high. Wheat 
germ is a good source, but other cereals are either only 
moderately good or poor sources. Oysters and liver are 
good sources, but muscle meats are poor to fair. For 


Figure 2. Case 1, E. G. S., prior to treatment. 
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Figure 3. Case 1, 24-hour stool collection prior to treatment. 


example, beef and pork loin may contain only one-sixth 
to one-tenth as much as spinach on a dry weight basis. 
Cow’s milk is almost unique in its exceptionally low 
folic acid content. 


Effects of Folic Acid Deficiency 


In 1880, Ehrlich described large nucleated red cells 
in the bone marrow of a patient with pernicious anemia 
and called them megaloblasts. He thought they were 
characteristic of pernicious anemia. It is now believed 
that megaloblastic erythropoiesis arises from a defi- 
ciency, and that a correction of this deficiency tends 
to result in restoration of normal blood production. 
We demonstrated that pure folic acid would overcome 
megaloblastic arrest of the bone marrow with the re- 
sult that the red blood cells, white blood cells, hemo- 
globin and platelets were increased in the peripheral 
blood in a number of different types of megaloblastic 
anemia. We have thought that the macrocytic anemia 
characteristic of so many cases of sprue, nutritional 
macrocytic anemia, pernicious anemia and the megalo- 
blastic anemia of infancy should all be termed megalo- 
blastic anemias since their pathologic, diagnostic and 
therapeutic features have many things in common. 

The bone marrow studies of such patients in relapse 
have resulted in a dynamic concept of bone marrow 
functioning. (Even when full information from pe- 
ripheral blood and bone marrow studies is obtained, 
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there are still many involved “megaloblast problems.” | 
Working as we have with vast numbers of patients. 
we have approached each case as a special problem i); 
relation to the nutrition of the entire population. S., 
often hematologists have failed to assess properly thc 
extent of involvement of other tissues and, in fact, the 
full recognition of the associated features of the sy1- 
drome in question. The following cases are chosen be - 
cause they have been followed closely over a long perio! 
of time and because they represent the first usage of 
synthetic folic acid in combating human nutritive 
failure. (Note that these patients in the United States, 
in Cuba and in Puerto Rico responded dramatically 
and that in each instance they are still being followed 
despite the fact that they have long been rehabilitated.) 


Cases Treated with Folic Acid 


Case 1. E. G. S., a retired sheet metal worker, first 
came to the Nutrition Clinic in 1943, when he was 73 
years of age, complaining that “‘my strength is gone.” 

Until eight years previously he felt “well and strong.” 
At that time he lost his appetite without known cause, 
and since then his diet had been low in calories and 
all the other essential nutrients, especially protein. 
Nine months before we first saw him he began having 
cramps, pain, weakness and slight numbness of his 
feet, legs and hands. Three months later, he noticed 
general weakness, fatigue, shortness of breath, dizzi- 
ness and tinnitus. At that time his friends told him 
that his skin was “turning yellow.” Six weeks prior to 
his admission his tongue became sore, and he began 
having diarrhea consisting of many large, liquid, brown 
stools. Within a few days he became too weak to work. 
He stayed in bed most of the time because he was so 
weak and “‘dizzy-headed” that he was afraid to move 
around. In two months he lost 20 pounds, and prior 
to that time he had lost “considerable.” 

Physical examination showed a pale, extremely weak, 
thin man who appeared chronically ill. There was 
general pallor and marked icterus of the skin (Figure 
2). Loss of much subcutaneous fat was evident. There 
were a few ecchymoses on the dorsum of the hands and 
some thickening, roughening and scaling of the skin 
over the prominences of the extremities. The nail beds 
and conjunctivae were pale. The tongue was thickened, 
fissured and red, and the papillae were atrophied. 
Neurologic examination was essentially negative. 

Laboratory findings. Repeated gastric analyses 
showed free hydrochloric acid in the gastric juice. A 
gastrointestinal x-ray series was negative. The 24- 
hour’ stool collection was large (2,500 to 3,000 ml.), 
liquid and brown (Figure 3) ; no ova, parasites or blood 
were found. Bone marrow studies showed maturation 
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arrest at the early erythroblastic level. The icterus 
index was 16. The peripheral blood values were: red 
blood cells 0.87 million ; hemoglobin 4.0 Gm. ; reticulo- 
cytes 1.4 per cent. 

A diagnosis of nutritional macrocytic anemia was 
made. 

A crude liver extract was administered parenterally 
and was followed by a reticulocyte peak of 18.2 per 
cent on the third day. However, the red blood cells 
subsequently increased only slightly (0.50 million). 
During the following two years he was repeatedly given 
a series of “potent” liver extract injections, and al- 
though his reticulocyte response varied from a peak of 


6.0 per cent to 25.0 per cent, his highest red blood cell 
count during this time was 2.60 million. Clinically his 
health improved somewhat, but it was by no means fully 
restored. At no time was he strong enough to return 
to work. 

In the early 1930’s it was apparent to us that in 
crude liver extract there was more than one antianemic 
substance, and from our work on folic acid concen- 
trates we thought that this substance had the property 
to promote blood regeneration in selected patients. 
We decided to give this patient L. casei factor (folic 
acid) in large amounts. 

In early 1945, synthetic folic acid became available to 
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Figure 4. Chart showing hematologic response to folic acid in Case 1. 


GP August 1957 


I | 
24 26 


March 1946 


~— 
wo 


| 
= 
; 
e 
1 
9 
3 2 
n 
| 
2 | 89 | 
| 
| 


Figure 5. Tongue, Case 1, on the third day of folic acid therapy. 


us, and this patient was admitted in relapse. All the 
symptoms he had at the time of his first admission were 
present. His peripheral blood values were: red blood 
cells 1.79 million; hemoglobin 6.9 Gm.; reticulocytes 
1.0 per cent. He was given folic acid, 5 mg. twice a day 
orally, daily for 12 days. On the fifth day of therapy the 
reticulocyte count was 15.4 per cent, and on the eighth 
day a peak of 60.6 per cent was reached. Dramatic re- 
generation of red blood cells and hemoglobin followed 
(Figure 4). Clinical improvement was spectacular. The 
glossitis began healing on the second day of therapy. 
On the third day he volunteered that his strength and 
appetite were increasing: “I feel my strength surging 
back and I’m hungry as a hog.” He insisted on getting 
up and getting dressed. By this time the glossitis had 
healed considerably, although some redness of his 
tongue still remained (Figure 5). By the fifth day of 
therapy, no redness or soreness of his tongue remained. 
From this time on, he rapidly gained in strength, and 
his dizziness, shortness of breath and tinnitus disap- 
peared. The diarrhea responded somewhat more slowly. 
The volume and number of stools decreased on the 
sixth day of therapy, and thereafter they gradually 
changed from liquid to soft. They approached normal 
16 days after therapy was initiated, and after three 
weeks they were normal. 

He was discharged after 46 days in the hospital. Two 
days later he went back to work. He worked regularly 
until 1949, when he retired at the age of 79 years be- 
cause his wife was ill and he wished to take care of her. 
Since then he has worked part-time and has done all 
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the cooking, laundry work and housework and |. - 
taken care of his wife, who is bedridden. In additio: 
he does all the painting and carpentry work on |), 
house, which he is constantly improving, and he has . 
vegetable and flower garden. 

Since, in nature, folic acid occurs chiefly in conju- 
gated forms, we wished to determine if the tissues cou || 
convert these conjugated forms into free folic acid anc 
if they would produce a clinical and hemopoietic re- 
sponse. This patient, like many others who have bec: 
rehabilitated and returned to work, volunteered to 
take some of these materials. Accordingly, a number of 
weeks after he left the hospital, he began to relapse. 
He was given pteroyltriglutamic acid. An excelleut 
clinical and hemopoietic response followed and, as 
shown in Figure 6, the daily level of urinary excretion 
of free folic acid was about the same as when folic acid 
per se was administered. Over and over again, in this 
patient and in hundreds of others, we have demonstrated 
that various conjugated forms of folic acid can be used 
by the human body so as to bring about a hemopoietic 
and clinical response. 

Studies of this man’s initial diet showed that it was 
extremely low in folic acid. As his appetite has im- 
proved, he eats more food and also he has become fond 
of green leafy vegetables. With the frequent treatments 
that he was given in the early years of our observations, 
his tissues have become saturated with folic acid. Dur- 
ing the last five years he has not received any synthetic 
folic acid or substances that act similarly, except 
through his diet. During this time he has had no symp- 
toms and no lowering of his blood values. 

At the time this is being written, this patient is 86 
years of age and he stays quite spry. Physical examina- 
tion, however, reveals large, hard masses in the abdo- 
men which suggest malignancy. A laparotomy will be 
done soon. Despite evidence of tumor, his blood values 
and energy are normal. 

As soon as patients with the macrocytic anemia of 
pellagra, of nontropical sprue and of pernicious anemia 
began to show dramatic clinical and hemopoietic im- 
provement following the administration of synthetic 
folic acid, we began to integrate our studies in the 
United States, Puerto Rico and Cuba so that we could 
get conclusive and comparative evidence as to its use- 
fulness in human beings whether they lived in the tem- 
perate zones or in the tropics. With this concept in 
mind we began the administration of folic acid under 
controlled conditions to selected subjects with tropical 
sprue and nutritional macrocytic anemia in relapse. 


TROPICAL SPRUE 


The following two brief case summaries demonstrate 
the dramatic response of a Puerto Rican patient and 
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a Cuban patient with tropical sprue to folic acid. These 
patients became rehabilitated and are still being fol- 
lowed. They represent the longest period of observation 
possible since we first administered folic acid to patients 
with endemic tropical sprue in their natural habitat and 
without changing their environment. We have con- 
tinued to follow these patients throughout the decade 
that just passed. 

Case 2. E. V., a 30-year-old white Puerto Rican 
woman, was admitted to the Hospital Mimiya in Novem- 
ber 1945, complaining of extreme weakness and diar- 
rhea of nine months’ duration. 

As long as she could remember, her diet had con- 
sisted of rice, bread, beans, platanos (banana family), 
some fish and milk. She never ate green vegetables or 
fresh fruit and rarely had lean meat or chicken. After the 
onset of her illness, she ate very small amounts of these 
foods because she lost her appetite and food of any 
kind became distasteful to her. She apparently had 
been well until about a year prior to her admission when 
she began losing weight and strength. She became 
steadily weaker, and three months later weakness had 
progressed to a point where she was unable to walk 
more than a few steps. At this time she developed a 
burning sensation of the tongue and severe diarrhea. 
Bowel movements were so frequent during the day and 
night that she could get little rest. She entered a small 
municipal hospital where she remained until she was 


transferred to the Bayamon District Hospital three 
days before her admission to the Hospital Mimiya. She 
had been given one blood transfusion four months 
previously and 12 injections of crude liver extract, the 
last one two months before admission. 

Physical examination showed a very pale, cachectic, 
white woman who appeared at least 15 years older than 
her stated age (Figure 7a). She lay quietly in bed in an 
almost moribund state. Before the onset of her illness 
she had weighed 100 pounds; on admission she weighed 
58 pounds, a weight loss of 42 per cent. Not less than 
six or eight pounds were made up of edema fluid. The 
skin of her arms and legs was dry and scaly. Her tongue 
was smooth and pale. There was moderate cheilitis. 
The gums were spongy and pyorrheic. Two upper 
teeth were missing. Slit-lamp examination revealed 
normal limbic vessels and only moderate thickening ot 
the conjunctival epithelium. The abdomen had a 
doughy feeling. Her temperature was 98°F., pulse 104, 
respirations 22. There was a soft grade-2 systolic mur- 
mur at the apex. 

Laboratory findings. (Because of her critical condi- 
tion on admission, some of the laboratory studies could 
not be done.) Her blood values when treatment was 
initiated were : red blood cells 0.65 million ; hemoglobin 
2.46 Gm.; mean cell volume 130 cubic microns; white 
blood cells 1,500; platelets 80,000 per cubic millimeter ; 
reticulocytes 0 (Figure 8). The differential count 
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Figure 6. Chart showing daily urinary excretion of free folic acid in Cast 1 while he was receiving pteroyltriglutamic acid. 
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Figure 7a. Patient E. V.; Case 2, prior to treatment. Figure 7b. Patient E. V.; 2% months after initiation of therapy. 


HEMOPOIETIC RESPONSE AND WEIGHT GAIN 
IN CASE OF TROPICAL SPRUE ON FOLIC ACID THERAPY 
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Figure 8. Hematologic response to folic acid therapy in patient E. V.; Case 2. 
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showed: lymphocytes 57 per cent; neutrocytes 43 per 
cent, of which 44 were segmented, | per cent stabs and 
2 per cent normoblasts. The sternal bone marrow on 
the day of admission showed 5.6 per cent megaloblasts ; 
6.6 per cent early erythroblasts; 9.8 per cent late 
erythroblasts; and 18.6 per cent normoblasts. The 
erythrocytic series was, therefore, 40.6 per cent. The 
granulocytic series was 47.6 per cent and the lympho- 
cytic series (including plasma cells, of which there were 
1.2 per cent) 11.8 per cent. Blood serology showed: 
Kahn 4 plus. Kolmer and Kline reactions also were 
positive. Hanger cephalin flocculation test was 4 plus. 
The stools were repeatedly negative for intestinal 
parasites. Urobilinogen determinations, 10 to 15 mg. 
in 24 hours. 

The stools were abundant, watery, greenish, turning 
to yellow or white at times, and foamy with mucus. 
They showed acid steatorrhea. There was some 
tenesmus and marked flatulence, but no blood. 

She was so critically ill on admission that it did not 
seem safe to postpone treatment. The day following her 
admission she was given 50 mg. of folic acid daily 
orally, and put on the “preliminary sprue diet,” a 
diet similar to that supposed to be eaten at home by 
persons with tropical sprue and consisting almost en- 
tirely of polished rice, kidney beans and root vege- 
tables. It includes very little milk and a weekly allow- 
ance of not over a half-pound of meat and one egg. 
Occasionally a little fish is added but no poultry, 
cheese, liver or yeast. 

Three days after folic acid therapy was started, there 
was a slight improvement in her appetite, the number of 
stools decreased and their character improved. The 
reticulocytes increased to 7.0 per cent on the fourth 
day of therapy. From that time on, in spite of the fact 
that she was eating the “preliminary sprue diet,” she 
responded both clinically and hematologically. After 
she had been on folic acid therapy for five days, the red 
blood cell count was 0.71 million; hemoglobin 2.36 
Gm.; mean cell volume 168 cubic microns; platelets 
60,000 per cubic millimeter; and the reticulocytes had 
increased to 18.0 per cent. The red blood cells and 
hemoglobin continued to increase. After one month on 
folic acid therapy the red blood cell count was 2.37 
million; hemoglobin 8.1 Gm.; mean cell volume 116 
cubic microns. On the nineteenth day the dose of folic 
acid was decreased to 10 mg. daily. After she had been 
on folic acid therapy for 28 days, she was given a “full 
sprue diet,” which is rich in animal proteins and low 
in fats and carbohydrates. Folic acid was continued at 
a dosage level of 10 mg. daily. Seven days later a moder- 
ate reticulocyte response ranging between 0.2 and 6.4 
per cent occurred and lasted during the entire three- 
month period of observation. 
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Figure 9. ABOvE LEFT. Case 3 before folic acid therapy. Note emacia- 
tion. ABOVE RIGHT. The same patient two months after folic acid 
therapy was initiated. Note improved skin color and appearance 
of weight gain. BeLow Lert. Case 3, one bowel movement just prior 
to folic acid therapy. BELow RIGHT. Bowel movement after two days 
of folic acid therapy. 


After she had been two months on folic acid therapy, 
the red blood cells had increased to 3.63 million; the 
hemoglobin had increased to 9.86 Gm.; the mean cell 
volume was 88 cubic microns; and the white blood cells 
had increased to 5,600. On admission the differential 
count did not reveal any eosinophilic or any juvenile 
granulocytes, and the lymphocytes were 57 per cent. 
With the progressive increase in the number of leuko- 
cytes, the number of lymphocytes decreased, and at 
the same time eosinophils appeared in the peripheral 
blood as well as juvenile granulocytes. The normoblasts 
in the peripheral blood were from 1 to 3 per cent during 
the first few days; a single megaloblast was seen on the 
sixth day of treatment. Six days following the initiation 
of folic acid therapy, there were 40 per cent lympho- 
cytes and 60 per cent granulocytes, of which 46 per 
cent were segmented, 4 per cent stabs, 7 per cent 
juveniles and 3 per cent eosinophils. At the end of the 
first month the lymphocytes had decreased to 38 per 
cent and the granulocytes were 62 per cent, of which 
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Figure 10. Pitting edema of the lower extremities in Cast 3. 


49 per cent were segmented, 3 per cent stabs, 2 per 
cent juveniles, and 7 per cent eosinophils. At the end 
of two months the lymphocytes were 21 per cent and 
the granulocytes 79 per cent, made up of 54 per cent 
segmented, 2 per cent stabs, 9 per cent juveniles, 11 
per cent eosinocytes, and 3 per cent basocytes. The 
platelets on admission were 80,000 per cubic milli- 
meter. There was an apparent diminution of the plate- 
lets during the first six days following folic acid therapy, 
but from then on the platelets gradually increased in 
number, being 136,000 one month later and 210,000 
at the end of the observation period. 

The bone marrow showed definite changes of the 
so-called maturation effect similar to that observed 
following parenteral liver therapy. Five days after the 
initiation of treatment the megaloblasts had decreased 
to 0.8 per cent and the early erythroblasts to 2.6 per 
cent. The late erythroblasts had increased to 14.4 
per cent and the normoblasts to 44.8 per cent. The 
erythrocytic series went up to 62.6 per cent and the 
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granulocytic and lymphocytic series diminished (o 
35.2 per cent and 2.2 per cent respectively. 

Her clinical improvement was spectacular. Her «))- 
petite became voracious. Six days after the adminisi:.:- 
tion of folic acid was started, the tongue showed s¢ .:t- 
tered papillae and it was less pale. The stools by tis 
time had become semisolid. After 22 days her tonyue 
was normal in color. The stools became hard three 
weeks after the “full sprue diet” was intiated and re- 
mained so thereafter. After a month on therapy ler 
body weight had increased from 58 pounds to 89 
pounds, and after two and a half months it was 105 
pounds, or double what it was on admission. This 
patient, who could well have exemplified on admission 
the effect of one of the worst concentration camps in 
Europe or Asia, was now, after two and a half months, 
a healthy-looking woman (Figure 7b). 

Since she was discharged from the hospital ten years 
ago, her appetite has been good and her diet has im- 
proved considerably, although it still lacks an adequate 
amount of green leafy vegetables and fruits. She eats 
meat, chiefly chicken and beef, about four times a week 
and two eggs daily. She drinks about a quart of milk a 
day, and eats bread, rice, cereal (chiefly oats), fish and 
beans. Occasionally she eats oranges and bananas. She 
rarely eats green vegetables because they are expensive. 
Occasionally she has a recurrence of diarrhea which is 
promptly checked by folic acid therapy. Her body 
weight is approximately the same as it was at the time 
she left the hospital. She has two children, a daughter 
19 years of age who is married and lives away from 
home and a son 16 years of age who lives with her. 
She is divorced and has to support herself and her son. 
She works as a kitchen aid from 6:00 a. mM. until 2:00 
p. M. During this time she serves meals to 144 people. 

The administration of folic acid to this patient was 
lifesaving. She has continued to take it from time to 
time as prescribed. She has been working since her 
response to folic acid ten years ago. At the present 
time she is happy and strong, and laboratory studies 
and physical examination show no deviation from 
normal. 

At the time we were beginning our studies on folic 
acid in Puerto Rico and Cuba, it had never been used 
in tropical sprue. There was no evidence that it would 
be useful in this disease. (Many of our friends were 
skeptical and indicated that they thought the studies 
would be a waste of time, effort and money.) In spite 
of this, we selected a group of patients in Cuba and a 
group in Puerto Rico. These were the first cases of 
tropical sprue in the world to receive synthetic folic 
acid. Results of our studies soon were confirmed in 
tropical areas all over the world. The following case 
history is representative of the group of Cuban patients. 
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Case 3. C. C., a 44-year-old Cuban, was in the first 
group of 12 selected cases admitted to the Pabellén 
Especial of the General Calixto Garcia Hospital in 
1945. His chief complaints were extreme weakness, 
loss of appetite and weight, diarrhea and swelling of 
the ankles and feet. 

Until his present illness his health had been good 
and he had not missed a day’s work in 24 years. His 
appetite always had been excellent and he had eaten 
a liberal amount of rice, cornmeal, bread, dried beans, 
viandas (root vegetables grown in Cuba) and pork fat. 
He rarely ate meat, green vegetables or fresh fruits. 
Three months prior to his admission he suddenly de- 
veloped severe diarrhea. Six or seven times a day he 
passed large, light-colored, liquid, foul-smelling stools 
accompanied by much gas and a burning sensation of 
the rectum. Within about two weeks, his appetite 
failed and his tongue became sore and red. Severe 
anorexia developed, and within a month of the onset 
of his illness he was too weak to work. His symptoms 
became progressively worse. For three weeks prior to 
his admission his tongue was so sore that he was unable 


Figure 11a. Case 3. Film made before folic acid therapy. Forty-five 
minutes after the barium meal had been given, it had passed out 
of the stomach and was broken into a number of isolated segments. 
Not: the dilatation, spasm and “‘stack of coins”’ effect. 
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to eat anything but bread soaked in soup. During the 
three months of his illness he lost 35 pounds. (Since 
he had considerable edema of the legs and feet, his 
actual body weight loss probably exceeded this 
amount.) 

Physical examination showed an extremely weak, 
emaciated man (Figure 9). He lay quietly in bed with 
his eyes closed, too ill and weak to have any interest in 
his surroundings. He refused all food except a little 
soup. Despite considerable sunlight exposure, there 
was extreme pallor of the skin, which was loose and 
dry and which had a definite icteric tint. His hair was 
dry and brittle. His conjunctivae and nail beds were 
very pale. His tongue and oral mucosa were pale. The 
papillae of his tongue were atrophied along the 
borders and at the tip. His abdomen was distended and 
tympanitic. There was pitting edema of the lower ex- 
tremities, as can be seen in Figure 10. Neurologic ex- 
amination revealed a slight exaggeration of the patellar 
reflexes and pain of the leg muscles on deep pressure. 

Laboratory findings. Repeated gastric analyses 
showed free hydrochloric acid in the gastric contents. 


Figure 11b. Film made after 18 days on folic acid, Case 3. There 


ts no evidence of spasm or abnormal dilatation. 
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CASE OF TROPICAL SPRUE-—A TEN-YEAR STUDY 
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Figure 12. Hematologic response to treatment, Cast 3. 


Repeated oral glucose tolerance tests showed a flat 
curve. The stools were yellow and liquid and con- 
tained particles of undigested food (Figure 9). Re- 
peated microscopic examination of the stools showed 
no ova, cysts or parasites. No blood was found. Procto- 
scopic examination showed pale, hypertrophic, shiny 
mucosa. Gastrointestinal roentgen studies showed dila- 
tation of intestinal loops with segmentation of the 
barium column (Figure 11). The peripheral blood 
values were: red blood cells 1.19 million; hemoglobin 
4.3 Gm. ; reticulocytes 1.4 per cent. There was megalo- 
blastic arrest of the bone marrow. 

He was given a basal diet containing no meat, meat 
products, eggs or milk, and he remained on this diet 
throughout the time he was in the hospital. Folic acid, 
10 mg., was administered orally daily. 

Two days after folic acid therapy was initiated, he 
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was sitting up in bed smiling. He ate all his breakfast 
and asked for additional servings of food. On the second 
day of therapy, there was an abrupt change in the 
character of his stools. They became formed, soft and 
darker. The reticulocytes began to increase in the pe- 
ripheral blood on the sixth day of therapy, and on the 
eleventh and twelfth days the reticulocyte count was 
33.0 per cent (Figure 12). The diarrhea became pro- 
gressively less severe. After he had been on folic acid 
therapy for two weeks, he was having only one stool 
daily, which was normal in color and volume and only 
slightly softer than normal (Figure 9). By this time his 
tongue appeared normal, as did the skin and sclera, 
and the edema of his feet and legs had disappeared. 
On the third day of therapy he developed a ravenous 
appetite and his food intake increased to between 4,000 
and 5,000 calories daily. During 35 days of folic acid 
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therapy he gained 21 pounds. By this time his blood 
values were: red blood cells 4.51 million; hemoglobin 
14.2 Gm. ; reticulocytes 1.0 per cent. 

Roentgen-ray studies of the gastrointestinal tract 
made after 18 days on folic acid therapy showed a 
condition comparable to that seen in normal persons 
(Figure 11b). A study of the bone marrow made two and 
a half months after his admission to the hospital 
showed it to be essentially normal. 

He returned to work as a carpenter the day after he 
left the hospital, and he has continued to work steadily. 
He has come in at intervals for follow-up studies. (Note 
his appearance in Figure 9, two months after folic acid 
therapy was initiated.) 

His blood values and body weight during the ten 
years that have elapsed since his discharge from the 
hospital are shown in Figure 12. His dietary intake in- 
creased considerably after his illness (Figure 13). He 
eats more animal protein and more green vegetables 
and fresh fruits than he did formerly. At times he 
works many hours overtime. At such times he tends to 
iose some weight, but he has felt well and has had no 
recurrence of anemia or diarrhea. 

The administration of synthetic folic acid saved the 
life of this man (and of the others in this group of pa- 


CASE OF TROPICAL SPRUE IN RELAPSE 
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Figure 13. Chart showing improvement in diet of Case 3 after his 
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tients). The change in his general appearance, in the 
character of his stools, in his blood values and in the 
gastrointestinal series is striking, as can be seen in the 
illustrations. Clinically the most dramatic observation 
was the profound change from an emaciated, weak man 
to one who was vigorous and muscular. 


Macrocytic ANEMIA OF PREGNANCY 


It has been long known that many pregnant women 
have a progressive decline in the number of red blood 
cells and in hemoglobin concentration of the circulating 
blood. This begins early in pregnancy and reaches the 
maximum about the sixth month. Thereafter, there is 
no change until after delivery, when the blood starts to 
return to normal. These changes are associated with an 
increase in the plasma of the circulating blood, which 
in turn decreases the concentration of both erythro- 
cytes and leukocytes. 

A change in the size of the red blood cells so that 
they are larger or smaller than normal may be a most 
important finding in the abnormal findings in the 
anemias of pregnancy. Where folic acid and iron are 
taken, the incidence of anemia as a complication of 
pregnancy is very low. Frequently the iron deficient 
type and the folic acid variety coexist. In order for the 


NUTRIENTS SUPPLIED BY DIET BEFORE AND AFTER FOLIC ACID THERAPY 


Nutrients Supplied by Diet Before Folic Acid Therapy. 
Nutrients Supplied by Diet After Folic Acid Therapy. 


Vitamin A 


Thiamine Riboflavin 


Niacin 


*Allowonces of Nutrients Recommended by Council on Foods and Nutrition, National Research Council. 
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mother to give the baby its iron stores or its folic acid 
stores, there must be pre-existing stores within her own 
tissues or ample and persistent therapy. 

It is well known that the woman with the macrocytic 
anemia of pregnancy tends to recover from her anemia 
if she survives puerperium. If she is not treated, how- 
ever, the mortality rate is high, as is the incidence of 
stillbirths. With adequate folic acid therapy, prognosis 
is excellent for both mother and child. It is important 
to remember that in suceeding pregnancies the mother 
is always a risk unless she is treated. 


MEGALOBLASTIC ANEMIA OF INFANCY 


The megaloblastic anemia of infancy and childhood 
is a genuine megaloblastic anemia with definite clinical 


and hematologic features. Zuelzer and his associa es 
have described the condition in considerable det: 
The response to folic acid is definite and dramatic. ‘I ie 
child does not relapse once there is complete resto: a- 
tion of folic acid stores in the body tissues. In a {ew 
cases, lack of vitamin C may be an etiologic factor, aiid 
a few cases will respond to vitamin By, but, in our 
opinion, most cases are an indication for folic acid 
therapy. The following cases, mother and child, show a 
relationship between the macrocytic anemia of preg- 
nancy and the megaloblastic anemia of infancy. 

Cases 4 and 5. M. R., a 26-year-old Cuban woman, 
was admitted to the Pabellén Especial of the General 
Calixto Garcia Hospital in February 1948, complaining 
of a sore tongue, weakness and diarrhea. 


CASE OF MACROCYTIC ANEMIA OF PREGNANCY—AN EIGHT-YEAR STUDY 


Folic Acid 10 mg. Orally Daily 


1104 
a 40- — 
100 + 
90 
34 80+ 30- 
70 + ‘ 


Interval of 2 Years 


R.B.C. 
Million 


1948 


Figure 14. Hematologic response to treatment in patient M.R., 


Cast 4. 
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CASE OF MEGALOBLASTIC ANEMIA OF INFANCY—AN EIGHT-YEAR STUDY 
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Figure 15. Hematologic response to treatment in patient C. R.; Case 5. 


She was the mother of three children, whose ages 
were 6 months, 6 years, and 8 years. At the time of her 
admission whe was nursing the 6-month-old infant 
and it was admitted with her. After the births of the 
two older children she felt weak and ‘“trun-down” for 
four or five months; then her health gradually im- 
proved. About four weeks before the youngest child 
was born, she developed intermittent diarrhea consist- 
ing of our or five brown, watery stools daily. Her 
tongue became sore, and it was difficult for her to eat 
anything but soft, bland foods. She lost her appetite 
and ate only small amounts of rice, beans, bread, vi- 
andas (root vegetables grown in Cuba) and fruit. These 
foods, and occasionally a small amount of milk, were 
the foods she had eaten all her life. She rarely had 
eaten meat, eggs or green vegetables. Soon after the 
birth of the youngest child the diarrhea became more 
severe. She lost strength and the soreness of her tongue 
increased. For two weeks prior to her admission she 
was so weak that she spent most of the time in bed. 

Physical examination showed a thin, pale woman 
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who appeared weak and ill. She was too weak to walk 
or even stand alone. She refused all food except soup 
and ate only a little of this saying that she was not 
hungry and that her tongue was so sore she could not 
eat. The buccal mucosa was reddened and her tongue 
was slick and red. There was striking pallor of her skin, 
nail beds and conjunctivae. 

Laboratory Findings. Repeated gastric analyses 
showed free hydrochloric acid in the gastric juice. An 
oral glucose tolerance test showed a flat curve. The 
stools were brown and watery. They contained no ova, 
parasites or blood. The peripheral blood values were: 
red blood cells 1.71 million; hemoglobin 4.9 Gm.; 
reticulocytes 1.8 per cent (Figure 14). There was meg- 
aloblastic arrest of the bone marrow. 

Folic acid, 10 mg., was administered orally daily. A 
reticulocyte peak of 37.6 per cent occurred on the 
seventh day of therapy and was followed by a prompt 
increase in red blood cells and hemoglobin (Figure 14). 
Healing of the glossitis began on the second day of 
therapy, and she volunteered that she felt “better all 
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over.” By the following day only slight redness re- 
mained in the central portion of her tongue, and all the 
redness of the buccal mucosa had disappeared. She 
sat up in bed, said she was hungry, and ate three large 
meals. By the fifth day of therapy, no evidence of glos- 
sitis or stomatitis remained. She began walking around 
the ward at this time and asked if she could go home to 
take care of her children. After 20 days on folic acid 
therapy she was discharged. 

She moved to another town and we did not see her 
again until January 1950. At this time she brought 
her 9-month-old female infant (C. R.) to us. Six weeks 
before the birth of this child the mother developed 
soreness of the tongue, lost her appetite, and felt weak 
and tired. After the birth of the infant she ‘‘forced” 
herself to eat more food; her appetite gradually re- 
turned, and she slowly gained strength. Laboratory 
studies showed that her blood values were within nor- 
mal range. The infant was acutely ill. The mother gave 
the following history. 

At birth the infant seemed normal and healthy. She 
had had no other food but breast milk. At 4 months of 
age she began having occasional watery diarrhea. She 
became fretful and cried a great deal. Soon the diar- 
rhea increased in severity; in 24 hours she had many 
watery, brown stools. She began crying constantly and 
refusing her feedings. Her pallor increased, and about 
ten days before her admission she stopped crying and 
slept most of the time. It became difficult to arouse 
her and to keep her awake long enough to feed her. 
For 24 hours prior to her admission, the mother had 
been unable to arouse her and she had had no food. 

Physical examination showed a small, emaciated in- 
fant who appeared much younger than her age. ‘There 
was profound pallor of her skin. The tongue, buccal 
mucosa, and nail beds were pale. She was unable to 
lift her head without support and appeared almost 
lifeless. She could be aroused for only a moment; then 
she would whimper and fall asleep. 

Laboratory findings. The peripheral blood values 
were: red blood cells 1.11 million; hemoglobin 4.2 
Gm.; reticulocytes 1.0 per cent (Figure 15). 

Ten mg. of folic acid was dissolved in a half-teaspoon 
of water and given by medicine dropper. This therapy 
was continued daily for four days. On the second day 
of therapy the difference in her appearance was almost 
incredible. She was alert, sitting up and smiling. The 
mother said that she had taken all her feedings since 
midnight. She cried when a blood sample was taken 
from her finger, whereas the day before she did not 
move and apparently did not feel it. The reticulocytes 
began to increase on the second day of therapy. On 
the third day her skin had a slightly pink cast. The 
reticulocytes reached a peak of 25.0 per cent five days 
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after folic acid therapy was initiated. On the fourth «..y 
of therapy the stools appeared normal, and there \\.15 
no recurrence of the diarrhea thereafter. She improy vd 
steadily and rapidly, and within two weeks of the tine 
folic acid therapy was begun, she appeared normal aid 
healthy, although she was still underweight and smull 
for her age. 

Sixteen days after the initiation of folic acid therapy, 
her blood values were: red blood cells 3.35 million; 
hemoglobin 10.4 Gm.; reticulocytes 4.1 per cent 
(Figure 15). During the eight years that have elapsed 
since she was treated, she has remained well and her 
blood values have been normal. 

The mother. has had three pregnancies since the 
birth of this child. She has been given folic acid orally 
during each pregnancy, and each of the three children 
has been normal and healthy since birth. Her blood 
values have remained within normal range, she has felt 
well, and she has been able to do all her housework and 
take care of her family. 

These cases and many others we have studied show 
that the administration of folic acid will overcome the 
ill health associated with the macrocytic anemia of 
pregnancy. We have learned that anemia can be pre- 
vented in subsequent pregnancies by giving folic acid 
to the mother. In such cases, when the infant is born, 
it is likely to be viable and not to have megaloblastic 
anemia. The administration of folic acid to the infant 
with megaloblastic anemia produces a specific response 
and results in permanent relief of the disease. On oc- 
casion we have demonstrated that an infant with this 
disease can obtain folic acid through the mother’s milk, 
provided the folic acid is administered to the mother. 
When we see how regularly folic acid relieves these 
anemias, we realize that we have gone a long way from 
the days when we gave crude liver to such patients 
with the hope they would get enough of “some mate- 
rial” that would be effective in relieving their anemia. 


CHANGING INCIDENCE OF DEFICIENCY 


So well have practicing physicians applied the princi- 
ples of proper treatment that it is becoming difficult 
for the “experts” to find a case of pernicious anemia 
in relapse that would serve for testing purposes. For 
the same reason, it is becoming extremely difficult for 
the “experts” to find suitable advanced cases of nutri- 
tional macrocytic anemia, nontropical sprue, tropical 
sprue, megaloblastic anemia of infancy or the so-called 
pernicious anemia of pregnancy. “Poor responders” 
and even refractory cases are from time to time prop- 
erly sent to consultants and people like ourselves doing 
investigations. These cases will form the basis of an- 
other paper at another time. They are relatively in- 
frequent. 
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Specific Vitamin Deficiencies 


The chemical molecules shown in Figure 16 do not 
have medically trained brains but they do fulfill their 
destinies when they are ingested as a part of the diet 
or when they are properly taken by the sick as thera- 
peutic agents. In very recent years, physicians have 
come to accept and appreciate more and more the 
specificity of these molecules and the fact that they have 
many interrelationships and overlapping functions. 
For instance, there is an association between subacute 
combined system disease and gastric achlorhydria, and 
that folic acid does not relieve or prevent subacute 
combined degeneration of the spinal cord. That is a 
specific function of vitamin Bj. Folic acid does not 


prevent the development of beriberi or pellagra. That is 
a function of the niacin and thiamine families respec- 
tively. Similarly, vitamin Bj, niacin or thiamine can- 
not correct the megaloblastic anemia of infancy or of 
pregnancy. That is a specific function of the folic acid 
group. In human beings one cannot devise a natural 
diet so deficient in one vitamin as to produce clinical 
disease and still be adequate in the others. At the 
present time much effort is being expended by gifted 
physicians who don’t understand that “nutritive fail- 
ure” is not a failure of a single vitamin. 

As yet, some hematologists do not appreciate the 
fact that folic acid is a vitamin of major importance, 
and that its dramatic effect on the megaloblastic bone 
marrow is only one of its many cellular functions. They 
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do not seem to be impressed, for instance, by the fact 
that vitamin By», folic acid, thiamin and riboflavin all 
occur naturally in liver. The blunders concerning the 
medical use of folic acid, vitamin Big, niacin, thiamin 
and other essential nutrients as therapeutic agents, 
are becoming increasingly hard to find since most 
practicing physicians now are understanding better 
and better how to use these materials to prevent dis- 
ease. It is in the prevention of disease or, if you prefer, 
in the maintenance of good health that folic acid, like 
the other important vitamins, has its greatest useful- 
ness. Due to the widespread use of synthetic folic acid 
and the foods that contain it, there have been few new 
cases of severe tropical sprue in relapse in Cuba or in 
Puerto Rico in recent years. Contrasted to the time 
we first started our studies there, it can be said to be 
virtually nonexistent. For the same reasons, the severe 
cases of nutritional macrocytic anemia, of the so-called 
pernicious anemia of pregnancy, and of the megalo- 
blastic anemia of infancy also have nearly disappeared 
from the southern part of the United States, from 
Puerto Rico, and from Cuba. We are learning that this 
group of diseases arises in predisposed persons as a 
result of the bone marrow’s lacking a substance neces- 
sary for the proper growth of the cells. We have learned 
that the anemia even in mild form appears only when 
the body has been lacking the necessary material for 
what seems a long, long time. Proper therapy is com- 
plete therapy and no single vitamin is a complete 
therapeutic agent for all the symptoms that may arise 
in nutritive failure. For example, folic acid should not 
be used alone-ir a case of pernicious anemia because a 
person with pernicious anemia requires vitamin By, to 
maintain the integrity of his nervous system. 

What is behind the statement one often hears now 
that these disease symptoms “have changed their 
form”? We know the diseases have not changed their 
form. The so-called classic case is in fact the rare case, 
and the so-called atypical case is the usual case. For 
the most part, the patient with classic lesions tends to 
have the more advanced disease. The disease in every 
instance, whether classical or atypical, whether ad- 
vanced or mild, should have been prevented since it 
represents the response of tissues to prolonged de- 
privation of essential nutrients. The patient’s health, 
and at times even his life, depend upon an accurate 
appraisal, and persistent and proper therapy. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


This study was made possible by grants from the C. F. Kettering 
Foundation, the Williams-Waterman Fund, and the Fundacién 
de Investigaciones Clinicas, Santurce, Puerto Rico. 
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HOW TO EXPLAIN TO PATIENTS... 


Selling Psychotherapy; 
A Word Picture Technique 


PATIENTS COMING to a general practitioner, with few 
exceptions, do not expect psychotherapy in any direct 
or formal manner. Unlike entrance into a psychiatrist’s 
office where psychotherapy is expected, albeit initially 
little understood, entrance to a general practitioner's 
office does not carry with it any of the implied or un- 
implied threats of a psychic probing. 

In 1948, I formulated a method of explaining the 
necessity of using more thorough and inclusive tech- 
nique in helping the patient in his therapy. This meth- 
od uses blocks as a device to explain the necessity of 
psychotherapy. However, a verbal picture seems to 
function just as well. The method came about because 
a definite number of patients were unwilling or dubious, 
disbelieving that the projected therapy was necessary 
or worth the cost in time and money. This group could 
not easily be convinced that they should consult a 
psychiatrist. With the patient seated in front of me, | 
talk to him as follows: 

Picture in front of us on this table, a number of 
blocks that represent the years of your life. To show 
the growth and development of your. personality, | 
would pile these blocks one on top of each other, so 
that the first block represents your first year of life, the 
second block your second year of life, and so on. If 
your life had no disappointments, frustrations or events 
that were very disturbing to your personality—no seri- 
ous illnesses or accidents, no sad events such as the 
loss of a parent, brother or sister—all the blocks would 
be placed evenly in a straight line. 

Now let us put the blocks down and start over again 
to build another personality that had emotional dis- 
turbances that did affect his growth and development. 
The first block, the first year is placed in position. The 
second block is placed a little off center because that 
year the person broke his arm and it had to be placed 
in a cast, a frustrating experience that restrained his 
physical activity. The third and fourth blocks are placed 
in the center, but the fifth block is placed a little more 
off center, because his one-year older brother was killed 
in an accident. This brother was his constant com- 
panion and playmate. The loss was a terrible blow, and 
it took the boy a long time to get over it. Living ina 
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hat isolated area, this was a terrible loss and af- 
ected his emotional growth considerably. The sixth 
nd seventh blocks are placed in the center, but the 
ighth a bit off center because mother had a baby and 
he parents became busy centering their attention on 
he new arrival. The little 8-year-old boy felt neglected 
nd alone, and with this feeling he got into trouble 
rying to get attention, even if it meant getting bawled 
tand spanked. The next few years were uneventful 
nd the blocks representing those years are placed 
xactly in the center, until the fifteenth year when the 
iggest catastrophe happened. His father died of tu- 
reulosis. With this severe loss, the boy had to leave 
hool and go to work. The block that represents this 
ear is put considerably off center. 
Now as the years go on, you can see that the non- 
isturbed-year blocks are placed exactly in the center. 
€ slightly disturbed-year blocks are placed slightly 
fi center, while the more severely disturbed-year 
are more off center. When the patient now comes 
nto the office something has happened to the pile of 
ks, Something happened to make him sick enough 
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to see the doctor. Whatever happened—call it a “‘trig- 
ger episode”—the last block was placed somewhat off 
center on a pile of blocks that was now leaning ever so 
slightly, but still in equilibrium. As the last block was 
added the pile of blocks tumbled over. At that moment 
the patient became sick and needed help. 

Of course it was important for the doctor to find out 
what the “trigger episode” or block contained, but do 
you see why it is important for the doctor to know 
what went into the pile of blocks to make it lean in the 
first place? Now to get back to your problem, you can 
understand that it is necessary to find out what your 
emotional experiences have been and in what way they 
have contributed to your present illness. 

The frequency with which this verbalized picture 


_ helps me put across the idea as to the use and neces- 


sity of psychotherapy is rewarding to the patient and 
myself. This distillate from the crucible of experience 
has its satisfying rewards and allows a doctor to prac- 
tice holistic medicine. 


Cuares Bakon, M.D., Covington, Kentucky 
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As exemplified by two patients, fungating skin lesions 
produced by chronic bromide poisoning (bromoderma) may be 
strikingly similar to the lesions of North American blastomycosis. 
The presence of an acne-like lesion accompanying the crusted, 


fungating lesion suggests bromoderma. Elevated serum bromide 
levels are confirmatory. Skin tests, serology and demonstration 

of the organism are important clinical methods for diagnosing 
infection with Blastomyces dermatitidis. Biopsy (from the periphery 
of the lesion) is of great value. Remember, the skin lesion 

of blastomycosis may be secondary to a pulmonary focus. 


Diagnostic Aspects of Bromoderma and Blastomycosis 


ERNEST W. CHICK, M.D., AND PATRICK H. LEHAN, M.D. 
Communicable Disease Center, Public Health Service, U. S. Department of Health, Education, and Welfare 


Kansas City, Kansas 


WITHIN A SIX-MONTH PERIOD, two patients with fungat- 
ing skin lesions involving the lower extremities were 
referred to us for investigation of possible mycotic etiol- 
ogy, in particular, North American blastomycosis. These 
lesions were subsequently shown to be the result of 
prolonged ingestion of bromide-containing medica- 
tions. In recent years there have been few reports deal- 
ing with the skin manifestations of chronic bromide 
poisoning. For this reason and because of the striking 
similarity of the fungating lesions of bromoderma and 
blastomycosis, this paper is presented in hopes of offer- 
ing the practicing physician a better understanding of 
these entities and criteria for differential diagnosis. 


Bromoderma 


The two patients, one a 50-year-old white male, and 
the other a 41-year-old colored female, presented a 
similar history of mild trauma preceding the develop- 
ment of lesions of the lower extremities. The lesions 
(Figures 1 and 2) in both patients were similar, being 
bilateral‘and varying in size from two to eight cm. The 
lesions were elevated, crusted and appeared somewhat 
cribriform and fungating. Small red ulcerations were 
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present in the larger lesions. Minute superficial ab- 
scesses could be identified. Central healing was not 
observed. There was no lymphatic involvement. 

Although resembling the cutaneous manifestations of 
the systemic fungi, the presence ofan acne-like eruption 
(Figure 3) with the above lesions in the first patient 
aroused the suspicion of bromoderma. Serum bromide 
level was 233 mg. per 100 cc. Detailed questioning 
revealed that he had been taking a triple bromide prepa- 
ration for several months prior to the onset of his skin 
lesions. He continued the drug until the time of admis- 
sion to the hospital, when it was discontinued. He was 
given saline parenterally over a period of days until 
his serum bromide was markedly reduced. The lesions 
regressed under this regimen. Microbiologic studies of 
the lesion were negative. A biopsy of one of the lesions 
was compatible with bromoderma (Figure 4). 

The second patient was found to have a serum bro- 
mide level of 40.7 mg. per 100 cc. Analysis of the 
“nerve medicine” she had taken for several months 
revealed a high content of bromide. This patient did 
not have an acne-like eruption. The lesions healed 
upon discontinuance of the medication. 

An acne-like eruption is the most common lesion 
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resulting from ingestion of bromides. Like acne vul- 
garis, these lesions are most prominent on the face and 
upper part of the back. Clinical observations indicate 
that large doses of bromides over a short period of time 
result in the more generalized acute acne-like erup- 
tions, Smaller doses over a prolonged period of time 
usually result in fewer lesions with a greater tendency 
to the fungating form, especially on the lower extremity. 


A variety of lesions due to bromides have been reported. * 


The fungating lesion is seen more commonly on the 
extremities and on the face, particularly in infants. 


EXCRETION OF BROMIDE 


It is generally agreed that the body handles bromide 
much as it does chloride. It is rapidly absorbed from 
the gastrointestinal tract, and apparently remains in the 
extracellular fluid. Bromide is excreted mainly in the 
urine. Since the kidneys cannot preferentially excrete 
bromide over chloride, prolonged therapy with bro- 
mides will result in retention. 

The excretion of bromides in perspiration and its 
resultant irritant action on the skin has been incrimi- 
nated by some as the cause of bromoderma. However, 
the occurrence of bromoderma has not been well corre- 
lated with blood levels, and it is believed by many that 
this represents a manifestation of drug idiosyncrasy. 


North American Blastomycosis 


This disease, caused by the fungus, Blastomyces der- 
matitidis, has been reported from most states, but the 
greatest concentration of cases has been reported from 
the Midwest, the Ohio river valley and the South. It is 
believed that the distribution of blastomycosis is more 
general than reports in the literature indicate. Males 
are much more commonly infected than females. There 
are apparently no racial differences except as repre- 
sented by the over-all racial composition of the popula- 
tion in a given geographic area. The incidence of the 
disease is greatest in the fourth and fifth decades, 
although cases have been reported in ages ranging from 
6 months to over 75 years. 


Tue SKIN LEsIon 


The usual sequence of events in the development of 
skin lesion due to Blastomyces dermatitidis is the ap- 
pearance ofa papule which gradually enlarges and ulcer- 
ates. A violaceous hue is often noted. The lesion spreads 
peripherally with a heaped-up, verrucous, fungating 
margin. Central healing by soft scarring occurs. Micro- 
abscesses are characteristically present about the pe- 
riphery. The peripheral crust is easily removed leaving 
a rather flat bleeding base with small papillary pro- 
jections. Single lesions are somewhat more common on 
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Figure 1. (First PATIENT.) Appearance of fungating lesion of the 
lower extremity. This lesion may be confused with blastomycosis 
although it does not show a tendency toward central healing and 
scarring as in blastomycosis. 


Figure 2. (First PATIENT.) Two other lesions—these show less 
tendency to spread, and appear more heaped up and scaling. 


Figure 3. (First PATIENT.) Appearance of the acne-like eruption 
over shoulder and back. 
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Figure 4. (First PATIENT.) Histologic pattern of the lesion shown in 
Figure 1. Thé epitheliomatous hyperplasia and epidermal micro- 
abscesses are frequently observed in bromoderma, blastomycosis, 
coccidioidomycosis and some other cutaneous fungi. (Magnification 


Figure 5. Appearance f Blastomyces dermatitidis in tissue. The 
thick-walled, budding form is characteristic for this organism. 
(Magnification 700 X.) 
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exposed surfaces such as ankles, face and forearms, bi : 
multiple lesions tend to occur on any surface. 

Schwarz and Baum have demonstrated the existenc 
of two distinct types of skin lesions, and have postu. 
lated certain differences as regards pathogenesis. Thi 
type of lesion usually referred to in the literature a, 
“primary cutaneous” is a skin lesion without evidence 
of other involvement, including lymphatics. It was usu- 
ally believed that -this lesion followed local trauma to 
the involved area, at which time the organism was intro- 
duced into the skin. However, in four cases summarized 
by Wilson, where the organism was known to have 
been introduced into the skin, regional lymphatic in- 
volvement was present as a prominent feature. This is 
the type of reaction seen in certain other diseases of the 
skin following direct inoculation of the etiologic agent, 
for example, tuberculosis, sporotrichosis, syphilis and 
coccidioidomycosis. In these infections there is regional 
lymphangitis and lymphadenitis associated with the 
primary lesion. This type of blastomycosis thus differs 
from that usually reported as “primary cutaneous” by 
the presence of the lymphatic involvement. 

A further difference is seen in the microscopic ap- 
pearance of the lesion in the skin. In the lesion de- 
scribed, there is a granulomatous reaction of the dermis 
with a nonspecific ulceration of the epidermis. In the 
“primary cutaneous” lesion, there is pseudoepitheli- 
omatous hyperplasia and microabscesses of the epider- 
mis, along with the granulomatous reaction of the 
dermis. 

Further study of the so-called “primary cutaneous” 
type has revealed pulmonary involvement in a number 
of cases. Therefore it is apparent that this type of skin 
lesion is due to hematogenous spread from the primary 
pulmonary focus. This series of events is similar to that 
in other mycotic infections, such as histoplasmosis and 
coccidioidomycosis, where the pathogenesis of such 
lesions has been detailed. On the basis of the evidence 
now available, it appears the skin lesion in blastomycosis 
is rarely primary and is, rather, a secondary mani- 
festation. 

It therefore behooves the practitioner who sees a 
patient with a skin lesion due to blastomycosis to inves- 
tigate carefully the pulmonary status of that patient. 
He should remember that in some patients the pul- 
monary lesion may be too small to be demonstrated by 
x-ray. In a few patients the pulmonary focus may have 
healed by the time the skin lesion has progressed to a 
point where the patient consults his physician. 


Differential Pointers 


Ulcerative fungating lesions of bromoderma and 
blastomycosis may be almost identical in gross appear- 
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ance. An acneform eruption, when present, will suggest 
the diagnosis of bromoderma. In a patient with this 
type of fungating lesion, certain steps should lead to 
the proper diagnosis. 

The history should cover the manner of onset of the 
lesion, with careful inquiry as to any pulmonary symp- 
toms coincident to, or preceding the appearance of the 
lesion. The patient should be questioned about any 
drugs taken, and their identity should be determined. 
His occupation may also provide a lead as to the possi- 
bility of blastomycosis. 

Three clinical methods for the diagnosis of blasto- 
mycosis are of importance. These are: skin test, serol- 
ogy and demonstration of the organism. A positive reac- 
tion to the skin test, using blastomycin, indicates past 
or present infection. A negative reaction tends to dis- 
count the diagnosis of blastomycosis. However, since 
false negative reactions do occur, a negative reaction 
should not be taken as evidence of lack of infection 
with this organism. The patient should also be skin 
tested with histoplasmin and coccidioidin to rule out 
the possibility ofa cross reaction between these antigens. 
A blood sample should be obtained for a complement- 
fixation test against antigens prepared from Blasto- 
myces, Histoplasma and Coccidioides. Again all three 
tests should be done to rule out cross reactions. A posi- 
tive test indicates active infection. 

The diagnosis of blastomycosis is established by the 
laboratory demonstration of the organism. A smear 
should be made from material obtained from the lesion. 
This should be taken from the periphery and should 
include material expressed from any microabscesses 
present. This material should first be suspended in 10 
per cent potassium hydroxide for 20 minutes to dissolve 
leukocytes and tissue elements. Blastomyces dermati- 
tidis may be easily identified in such a wet preparation 
by examining under the microscope with subdued light. 
The organisms appear as somewhat refractile, thick- 
walled yeasts, about 10 to 20 micra. The presence of 


single buds with a broad base is characteristic (Figure 
5). If organisms are not demonstrated in the first 
smear, more should be made from different areas of the 


-periphery of the lesions, While the absence of organisms 


in multiple smears will not definitely rule out blasto- 
mycosis, it will strengthen the suspicion of bromoderma. 

The importance of culturing for Blastomyces derma- 
titidis cannot be overemphasized. Material for culture 
should be placed in a sterile container, and if facilities 
for culturing are not available at the physician s office or 
affiliated hospital, the material should be sent to the 
nearest laboratory with such facilities. Penicillin and 
streptomycin (10,000 units each) should be added for 
each milliliter of material for culture. This will prevent 
bacterial overgrowth. The container with the material 
for culture and added antibiotics is then wrapped in 
several layers of cotton and placed in a metal or card- 
board shipping carton for mailing. It is not necessary 
to refrigerate the material. 

A biopsy of the lesion is of value. Specimens should 
always be taken from the periphery of the lesion. If the 
lesion is blastomycosis, histologic examination will usu- 
ally reveal the presence of organisms. Again, however, 
the importance of taking a portion of the specimen 
(with no fixative added) for culture should be stressed. 

The diagnosis of bromoderma rests on the demon- 
stration of an elevated serum bromide level. Healing of 
the lesion following discontinuation of the bromide- 
containing medication and excretion of bromide from 
the patient’s body confirms the diagnosis. 

It is frequently the patient with functional disturb- 
ances who is given a bromide preparation. Over a period 
of time the desired tranquilizing effect may be replaced 
by one of stimulation. The patient may then voluntarily 
increase the dosage of his medication, leading to bro- 
mide intoxication, 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


HERE'S A HELPFUL HINT... 


Subungual Hematoma 


IN EVACUATING a hematoma under the fingernail, many ingenious devices have been used, 
including even a heated paper clip. I have used a hyfrecator with a fine tip, turned on as low 
a frequency as possible. Penetration of the nail can thus be accomplished painlessly. 
Sometimes two perforations, spaced about one-half inch apart, will allow more complete 
release of the hematoma. A tight compress is applied after the blood has been evacuated. 
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—Leo L. Roseman, M.p., Champaign, Illinois 
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Linear Atelectasis 


SOL KATZ, M.D. 
Associate Editor, GP 


Lingar or plate-like bands are frequently noted in roent- 
genograms of the chest. They may be caused by healing 
pulmonary infarcts and interlobar pleuritis, but most 
commonly they represent areas of focal atelectasis. 

The streak-like or disk-shaped atelectasis is always 
noted in association with entities that interfere with 
pulmonary ventilation, resulting in obstruction of the 
finer bronchi. Thus, this variety of atelectasis is often 
seen in abdominal diseases, most commonly inflamma- 
tory, such as peritonitis and especially subphrenic in- 
fection in which there is a decrease in diaphragmatic 
motion and diminished respiratory movement. At 
times, the presence of linear atelectasis provides the 
initial evidence of subdiaphragmatic disease. 

Chest pain due to pleurisy or trauma may restrict 
respiration and cause focal atelectasis due to retention 


Figure la. Linear horizontal densities in both lower lung fields due of bronchial secretions. Obstruction of the smaller 
to plate-like atelectasis in a patient with myocardial infarction. 


Figure 1b. Lateral view shows the posterior position of the right- 
sided linear atelectasis. 


Figure 2. Horizontal linear density at left base due to a healing 
infarct. There is a considerable pleural component with tenting of 
the left leaflet of the diaphragm. 
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bronchi by secretions in bronchitis, bronchopneu- 
monia and tuberculosis may result in foci of atelectasis. 
They are a frequent occurrence in chronic heart failure, 
myocardial infarction, and in any seriously ill patient. 

The atelectatic opacities are usually seen in the lower 
lung fields because interference with ventilation most 
commonly causes secretions to gather in the lower 
lobes. As a matter of fact, this type of atelectasis ap- 
pears to have a predilection for the posterior basal seg- 
ments. They appear as single cr multiple unilateral or 
bilateral horizontal densities varying from very thin 
lines to shadows about 5 mm. thick. They are usually 
located a few centimeters above the diaphragm but may 
be below the dome of the diaphragm so that they ap- 
pear only in the lateral view or through the stomach 
bubble. Although usually horizontal, linear atelectasis 
may occasionally be oblique, especially when the upper 
lobes are involved. The lines always reach the pleura 
and may extend from one pleural surface to another, 
but they never cross an interlobar fissure. Diaphrag- 
matic motion is usually limited, but with respiration the 
lines move up and down freely, thus excluding pleural 
adhesions. Localized overdistention of the lung may be 
noted above and below the density. 

The changes usually clear rapidly as the primary 
lesion resolves. Occasionally they disappear very slowly 
or persist because re-aeration is prevented by pul- 
monary fibrosis. This is seen especially in suppurative 
diseases associated with severe bronchial involvement 
and considerable pulmonary destruction. 

Plate-like atelectasis must be differentiated from the 
linear densities caused by interlobar pleurisy and 
healed infarcts. Interlobar pleurisy can usually be 
recognized because the band density corresponds to the 
position of an interlobar fissure. In addition, there is 
associated evidence of fluid or pleural thickening. 

Healed infarcts are more difficult to distinguish from 
plate-shaped atelectasis. The linear opacities of infarcts 
are shorter, project in only one plane with each infarct 
causing one line running in any direction to a pleural 
surface where it may end in a nodular rounded shadow. 
This rounded shadow is flat against the pleural surface 
with its convex surface toward the linear shadow. Focal 
atelectasis appears as a long opacity often traversing the 
entire portion of the involved lung from the lateral to 
the medial pleural surface. They are often multiple, in 
different planes producing nearly horizontal lines with- 
out a nodular extremity. The shadow of plate-like ate- 
lectasis usually clears within a few days while that of a 
healed infarct is more lasting. In addition, diaphrag- 
matic movement is usually restricted in linear atelecta- 
sis. Both linear atelectasis and infarcts are more com- 
mon in the lower lobes. However, infarcts are more 
often seen in the upper lung fields than linear atelectasis. 
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Whiteness of Fingernails 


HUGH H. HUSSEY, M.D. 
Medical Editor, GP 


Examination of the fingernails has long been an im- 
portant source of diagnostic information to clinicians. 
Various forms of whiteness of the nails have been de- 
scribed in association with cirrhosis of the liver and 
chronic renal disease. 

Figure 1 shows the fingers of a patient having ad- 
vanced portal cirrhosis. It will be noted that most of 
the fingernails are marked by a zone of whiteness that 
begins at the proximal part. The width of the zone 
varies and its distal margin is irregular in some of the 
fingers. This whiteness persists even when one of the 
fingers becomes turgid with blood, indicating the phe- 
nomenon is not due to simple pallor of the nail bed. 

Figure 2 shows the hands of a patient having chronic 
renal insufficiency. Some of the nails are crossed by 
white bands of varying number and width. These 
bands have characteristics similar to the ones de- 
scribed for the patient with cirrhosis. 

It is interesting that both cirrhosis of the liver and 
chronic renal disease are characterized by a poor nu- 
tritional state—often with hypeproteinemia. The nail 
changes have been found mainly in patients in whom 
there were stigmas of impaired nutrition. 


Figure 1. White nails in cirrhosis of the liver. The patient's finger- 
nails show other changes that are often seen in cases of poor nutrition 
—flattening, longitudinal striations, irregularity of the “dirt line.” 


Figure 2. Transverse white bands in the fingernails of a patient 
having chronic renal insufficiency. Some of these nails also show 
irregularity of the “dirt line.” 
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ACUTE RENAL FAILURE 


LEWIS W. BLUEMLE, JR., M.D. 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the second of twelve 

from the University of Pennsylvania. 


Practical Therapeutics 


Department of Medicine, University of Pennsylvania Schoo] of Medicine 


Philadelphia, Pennsylvania 


OF THE VARIOUS PROBLEMS that confront the general 
practitioner, acute renal failure is relatively rare. This 
fortunate circumstance, however, does not excuse the 
practitioner from keeping abreast of current concepts 
of this disease. Any physician whose practice includes 
acutely ill patients is likely at some time or other to be 
faced with the responsibility for management of this 
serious condition. 

The mortality has been reported to range from 20 to 
80 per cent. In larger series, and in our own of 79 
seriously ill referred patients, it has been approximately 
50 per cent. From the standpoint of prognosis, acute 
renal failure is unique among renal diseases in general. 
With few exceptions, either the patient dies or he re- 
covers without the threat of recurrence of clinically 
manifested chronic renal insufficiency. This “‘all or 
none” nature of the prognosis, together with the high 
mortality rate and the fact that acute renal failure oc- 
curs all too often in young, otherwise healthy individ- 
uals, serves to emphasize the importance of proper 
management. 


Definition 


In its broadest sense, acute renal failure means sud- 
den cessation of renal excretory and homeostatic func- 
tion due to any cause other than chronic renal disease. 
Its primary clinical characteristics are a sharp reduction 
in urine volume (usually below 400 cc. per 24 hours) 
and increasing uremia. 
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Conventional usage of the term “acute renal failure,” 
however, has ascribed to it a more specific meaning 
with limiting etiologic and pathologic implications, 
which exclude such conditions as acute glomerulone- 
phritis, occlusive disease of major renal vessels, and 
lower urinary tract obstruction. Similarly, immediately 
reversible physiologic disturbances, such as shock or 
severe dehydration (which also cause temporary 
oliguria and azotemia without true renal damage), are 
often excluded. 

The term, then, has come to be used more or less 
synonymously with the more venerable but perhaps less 
appropriate terms, “lower nephron nephrosis,” “renal 
shutdown,” and “hemoglobinuric nephrosis,”” to men- 
tion only a few. The pathologic lesion thus implied is a 
potentially reversible one in which necrosis of tubular 
epithelium predominates. Attention in this review will 
be directed mainly toward this specific disease, acute 
tubular necrosis. 


Etiology 


A wide variety of specific conditions have been impli- 
cated as causes of acute tubular necrosis. These range 
from black water fever to heat stroke. Those most com- 
monly encountered are hemorrhagic shock, obstetric 
accidents (particularly septic abortions or abruptio 
placenta), crushing injuries, extensive burns, severe 
infections, intravascular hemolysis associated with in- 
compatible transfusion or transurethral prostatic resec- 
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tion in which distilled water has been used as irrigating 
fluid, and ingestion of toxic substances such as bichlo- 
ride of mercury and carbon tetrachloride. 

In contrast to the multiplicity and apparent hetero- 
geneity of these conditions, the recognized mechanisms 
by which they exert an injurious effect upon the kidney 
fall usually into two main categories: (1) ischemia con- 
sequent to reduced renal blood flow, and (2) direct 
poisoning of renal tubular cells by nephrotoxins. It 
should be mentioned that in approximately 25 per cent 
of the cases observed by ourselves and others, neither of 
these mechanisms can be substantiated by available 
clinical evidence. Severity and extent of tubular necro- 
sis may vary from that which is barely perceptible 
clinically to complete and irreversible destruction of 
cortical tissue, so-called acute cortical necrosis. 

In experimental animals, and to a limited extent in 
man, a relationship has been suggested between the 
type of causative mechanism and the specific histologic 
changes observed. Purely nephrotoxic injury has been 
demonstrated to produce predominantly confluent 
areas of tubular necrosis, localized primarily in the 
proximal tubules; while ischemia alone tends to result 
in interrupted areas of patchy degeneration of both 
tubular epithelial cells and the underlying basement 
membrane throughout the entire length of the tubule. 
An implication derived from this observation is that 
ischemic necrosis may be less completely reversible 
than toxic necrosis, since disruption of the basement 
membrane destroys the scaffolding, so to speak, upon 
which regenerating tubular epithelial cells could sub- 
sequently orient their growth. These cells then may 
grow in a disorganized fashion so as to permanently 
block the tubule, with loss of nephron continuity and 
function. Whether this concept has significant clinical 
bearing is questionable. Probably the major determi- 
nant of recoverability of renal function in any case is 
severity, rather than type, of renal damage. 

Seldom can one assess the degree of reversibility of 
the renal lesion or the duration of the oliguric phase, 
except in retrospect. Regeneration of tubular epithe- 
lium has been observed to begin as early as the fourth 
day following injury. It usually progresses to the point 
of allowing diuresis by the second or third week, but 
six months or longer may elapse before maximal re- 
covery of tubular function takes place. Even then, some 
residual, and presumably permanent, reduction in both 
glomerular and tubular function may be detectable, but 
usually only by refined tests. 


Early Management—Prophylaxis 


A rational approach to the management of the acutely 
oliguric patient begins with a concerted effort to detect 
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any immediately reversible factors, particularly if th. 
patient is seen early in the course of his disease. Thy 
two primary objectives at this time are to restore ren. 
function, if possible, and to prevent or minimize organi: 
renal damage. 

Obstruction of the urinary tract should be ruled ou: 
by cystoscopic examination in questionable cases eve, 
in the absence of a suggestive history. This is especiall\ 
so if the patient is anuric rather than only oliguric, sinc: 
complete anuria is rare in acute tubular necrosis but re! - 
atively common in bilateral ureteral obstruction. This 
single differential diagnostic point has led to a correct 
diagnosis of bilateral ureteral obstruction in three pa- 
tients in our experience. An illustrative case was that of 
a patient with lymphosarcoma who became hypotensive 
and anuric following nitrogen mustard therapy. A pro- 
visional diagnosis of acute tubular necrosis was made 
by the referring physician. Over the next 48 hours, 
absolutely no urine appeared through a patent reten- 
tion catheter in the bladder, whereupon ureteral cathe- 
terization revealed bilateral obstruction from packed 
uric acid crystals. Urine began to drain immediately 
through each ureteral catheter, and diuresis continued 
uneventfully thereafter. 

The early recognition of potentially reversible causes 
of oliguria, such as shock or dehydration (so-called pre- 
renal factors) is likewise of utmost importance. Appro- 
priate therapy of such disturbances, when they are pres- 
ent, is frequently rewarded by the prompt resumption of 
renal function, while persistence of such disturbances 
may lead to tubular necrosis. Both the recognition and 
correction of such reversible factors usually present 
little difficulty to the physician whose initial thoughts 
are oriented in this direction. 

The question of whether or not tubular necrosis has 
already occurred in the dehydrated or hypotensive 
oliguric patient by the time initial prophylactic efforts 
are contemplated cannot usually be answered except 
by hindsight, according to the response observed fol- 
lowing the administration of fluids, blood or pressor 
agents. Uncertainty about the degree of immediate re- 
versibility should not be considered a contraindication 
to preventive therapy. If oliguria persists, however, long 
after adequate restoration of hydration and circulatory 
integrity, continued fluid administration must, of 
course, be limited in order to avert the danger of over- 
hydration. 

The management of shock, dehydration and other 
immediately reversible factors, while of great impor- 
tance, is beyond the scope of this review. One specific 
situation that deserves further comment with regard to 
early prophylactic therapy, however, is the hemolytic 
transfusion reaction. The exact mechanism by which 
intravascular hemolysis produces acute tubular necrosis 
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is not known. Some evidence supports a hypothesis that 
it is initiated by agglutinated red cells which become 
trapped in the glomerular capillary network and create 
»bstructive renal ischemia and consequent tubular ne- 
crosis. 

Other evidence argues in favor of a direct nephro- 
toxic effect of free hemoglobin pigments. The two pos- 
sibilities need not, in fact, be mutually exclusive. 

Of more immediate bearing on therapy is the obser- 
vation, in both animals and man, that the severity of 
tubular necrosis appears to vary inversely with the de- 
gree of hydration at the time of hemolysis. A case in 
point has been reported by Welt and Peters in which 
three separate hemolytic episodes were observed follow- 
ing repeated transfusions in the same patient. The 
first occurred during convalescence from the first stage 
of a bilateral thoracolumbar sympathectomy, at a time 
when the patient was well hydrated. Shortly after the 
reaction occurred the patient was given one liter of 
physiologic saline intravenously. Although hemoglo- 
binuria and transient jaundice were observed, no 
oliguria or azotemia occurred. The second hemolytic 
reaction occurred during a transfusion on the day of 
the second-stage operation, by which time dehydration 
and some degree of hypotension were present. Fluids 
were not forced and acute renal failure ensued. Follow- 
ing a prolonged period of oliguria, the patient entered 
the diuretic phase, only to sustain a third hemolytic 
reaction, this time from an infusion of washed erythro- 
cytes. However, diuresis continued uninterrupted. 

The interpretation offered in this case was that dehy- 
dration predisposed to tubular necrosis during the 
second reaction, and that adequate hydration plus 
fluid therapy protected the patient during the first re- 
action. 

It was also thought that loss of tubular concentrating 
ability during recovery from acute tubular necrosis 
afforded protection during the third reaction, pre- 
sumably by precluding a high concentration of nephro- 
toxic substances in the tubular urine. 

Three cases in our own experience have lent support 
to this interpretation. In each, a severe hemolytic trans- 
fusion reaction accompanied by hemoglobinuria and 
oliguria was treated within one to four hours by the 
administration of one to three liters of fluid, orally and/ 
or intravenously. Diuresis began in each case within 
the next four hours, and evidence of tubular necrosis 
was not observed in any of these patients. Thus, acute 
tubular necrosis in such cases may be preventable, even 
after the onset of oliguria. 

Many other prophylactic approaches have appeared 
in the vast literature on this subject. These include renal 
decapsulation, spinal anesthesia, paravertebral blocks 
and parenteral administration of procaine, alcohol, 
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papaverine and parathyroid hormone—all presumably 
designed to increase renal blood flow by reduction of 
either intrarenal pressure or vascular spasm. 
Although the importance of reduced renal blood flow 
as a causative factor in both oliguria and tubular necro- 
sis cannot be denied, sufficient evidence is not yet avail- 
able to confirm or to deny absolutely the efficacy of any 
of these measures. Likewise, alkalinization of the urine, 
once considered a therapeutic necessity in the preven- 
tion of obstructive hemoglobin casts during hemolytic 
reactions, has not withstood the test of time and experi- 
mental evaluation. Nevertheless, any new and reason- 
able approach in this direction should be appraised 
with an open mind until more conclusive information is 


available. 


Figure 1. Fluid balance during oliguric phase of acute renal failure. 
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The Oliguric Phase 


If, after the exclusion or correction of immediately 
reversible causes of oliguria, a diagnosis of acute 
tubular necrosis is made, the major objective becomes 
one of keeping the patient alive and in the best possible 
condition until such time as adequate renal function 
returns. Whether or not this objective can be reached 
depends to some degree on certain factors over which 
the physician has little or no control, such as the 
severity of the renal lesion and the disease that initiated 
it, the age and previous state of health of the patient, 
and the presence or absence of certain complications, 
particularly infection and bleeding. The remaining 
determinant of the final outcome is the physician’s 
ability to maintain the patient’s internal environment 
within viable, if not physiologic, limits during the 
temporary functional absence of one of the most vital 
homeostatic organs in the body. 

One approach toward this end has been to do to the 
patient as little as possible, to let him eat or drink 
according to his own desires, and in general to follow 
a policy of purposeful neglect. Such a policy, predi- 
cated on a sanguine trust that Nature’s course is the 
best one, is likely to prove not only inadequate but 
dangerous in all but the mildest cases. Its only merit 
is an implied awareness of certain pitfalls of overtreat- 
ment. A more intelligent approach evolves from a 
consideration of what metabolic defects occur in the 
oliguric patient and how they or their consequences 
can be minimized. 

The most apparent abnormality implicit in the defi- 
nition of oliguria is a defective ability to get rid of 
water. This fact is so self-evident that it may seem 
hardly worth stating, yet a significant number of pa- 
tients with acute renal failure still die from iatrogenic 
overhydration. Many of these patients die (though in 
fortunately decreasing numbers) as a result of the old 
misconception that tubular obstruction by casts and 
cellular debris is the primary cause of oliguria. Even 
if this assumption were valid, the derived therapeutic 
implication of “flushing the kidneys” by forcing fluids, 
once organic damage has been substantiated, is as 
illogical as repeatedly flushing a toilet in an attempt to 
unplug an obstructed drain. 

Water Intake. More frequently, iatrogenic overhy- 
dration results simply from a failure to appreciate the 
necessity of adequate fluid restriction, particularly 
when thirst is a prominent symptom. How much fluid, 
then, should the oliguric patient receive? The answer, 
of course, is that amount which will maintain normal 
hydration or, more precisely, that amount which will 
maintain a constant ratio between total body water 
and total body solids. 
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Data derived from balance studies have provide a 
valuable guide to fluid replacement. They indicate .t 
the oliguric adult loses approximately one liter of 
water daily through lungs and skin. This insensible |: ss 
is compensated partially by the endogenous production 
of water through oxidation of fat. carbohydrate aid 
protein, and through “liberation” of preformed intra- 
cellular water during cellular catabolism. Endogenous 
water production through these routes averages 4()0 
cc. per day. Thus, subtracting daily insensible loss 
from daily endogenous gain, we arrive at an average 
basic requirement of approximately 600 cc. of water 
per day, to which must be added the amount lost 
sensibly, that is, through urine, vomitus, liquid stools, 
etc. (Figure 1). This figure must be revised upward if 
insensible loss is increased by fever or high ambient 
temperature and low humidity. More important, it must 
be revised downward if clinical signs of overhydration 
are apparent or if the patient is a child or a small 
adult. In certain cases, when pulmonary edema is the 
primary threat to survival, it may be necessary to with- 
hold all fluid intake for as long as 48 hours. 

The need for accurate fluid intake and output rec- 
ords is obvious. A valuable check on proper fluid 
therapy is also provided by serial determinations of 
body weight, using a stretcher-scale for weighing bed- 
ridden patients, if necessary. In this case, proper fluid 
therapy will be reflected by an average weight Joss of 
approximately one-half to one pound per day (essen- 
tially that amount of the endogenous fat and protein 
which has been consumed metabolically). An attempt 
to maintain constant body weight by fluid administra- 
tion will most certainly result in overhydration if con- 
tinued for more than several days. 

Heart Failure. Congestive failure may develop in 
oliguric patients with diminished cardiac reserve, even 
in the face of adequate restriction of fluids. In this case, 
digitalis is indicated at the earliest sign of pulmonary 
edema, although digitalization is usually less efficacious 
in this circumstance than in uncomplicated cardiac 
failure. Because of the dangers of induced arrhythmias 
and because of decreased urinary excretion of digitalis. 
a short-acting preparation such as Digoxin should be 
used. A full digitalizing dose should never be given at 
once. 

Azotemia and Acidosis. Of equal importance is the 
fact that the oliguric kidney cannot excrete waste 
solutes, which are largely products of protein catabo- 
lism and probably products derived from intestinal 
bacteria. Retention of nitrogenous compounds accounts 
for the characteristic elevation of blood urea, creatinine 
and uric acid. None of these compounds is known to 
exert a significant toxic effect at the concentrations 
usually observed in uremia. 
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Retention of fixed acid ions or anions, phosphates, 
sulfates and organic acids produces a metabolic acidosis 
with compensatory loss of carbonic acid, as CO2 and 
water, via the lungs. A rough, but useful, index to the 
severity of this biochemical disturbance may be ob- 
tained without direct measurement of these retained 
anions, simply by subtracting the sum of serum bicar- 
bonate and chloride from serum sodium (all expressed 
as milliequivalents per liter). The remainder, which 
may be considered approximately equal to the unde- 
termined anions, does not exceed 14 mEq. per liter 
normally, but may rise to as high as 45 mEq. per liter 
in uremia (Figure 2). 

At what point acidosis should be treated by alkaliniz- 
ing salts, such as sodium lactate or bicarbonate, is a 
question that can be answered only in each individual 
case with due regard to the following general principles: 

1. Deviations of serum electrolyte concentrations in 
uremic acidosis represent to a large degree compensa- 
tory adjustments, and do not necessarily represent 
indications for corrective measures. 

2. The restoration of serum sodium or bicarbonate 
concentrations to so-called normal values may be 
falsely comforting to the physician and may predispose 
the, patient to pulmonary edema, increased hyperten- 
sion, tetany or convulsions. 

3. Asa general rule, metabolic acidosis should not 
be treated intensively unless serum bicarbonate levels 
have fallen to the range of 10 to 15 mEq. per liter, or 
unless Kussmaul respiration appears. 

4. Calcium gluconate should be administered with 
alkalinizing salts to prevent hypocalcemic tetany. (Cal- 
cium gluconate is compatible with sodium lactate but 
not with sodium bicarbonate in intravenous solutions.) 

Frequently one encounters the oliguric patient with 
severe hyponatremia. This usually reflects previous 
administration of excessive amounts of water, and can 
best be treated by strict fluid limitation rather than by 
sodium administration. External loss of sodium, how- 
ever, through vomiting, diarrhea, etc., requires approx- 
imately equal replacenient, preferably based on analysis 
of the lost fluids. 

Hyperkalemia. The retention of potassium, which 
may accumulate in body fluids through cellular catabo- 
lism, poses a problem of particular therapeutic im- 
portance. Potassium intoxication is most likely to occur 
if oliguria is prolonged or if infection or extensive 
tissue necrosis is present. The clinical signs of potas- 
sium intoxication include loss of tendon reflexes, 
paresthesias and muscular weakness. None of these is 
a reliable sign diagnostically. 

The most important toxic effect of excess potassium 
is a progressive disturbance in cardiac conduction 
demonstrated by characteristic electrocardiographic 
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Figure 2. Serum electrolyte pattern in acute renal failure. Note re- 
lationship between undetermined anions, Na*—(CI~-+HCO;"], 
and retained phosphates, sulfates and organic acids. 


changes usually appearing in the following sequence: 
(1) peaking of the T waves, (2) prolongation of the 
QRS complex and PR interval, (3) flattening of the P 
waves, (4) increasing depth of S waves with slurring 
and depression of the ST segment progressing to a 
pattern of intraventricular block, (5) terminally, a sine 
wave, suggesting ventricular flutter, which may pro- 
gress rapidly to a straight line. These changes are 
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best seen in the mid or lateral chest leads as illustrated 
in Figure 3. Serial electrocardiograms, then, afford a 
convenient and reliable means of assessing potassium 
intoxication in most oliguric patients. The only im- 
portant exception occurs in the case of the digitalized 
patient, since digitalis may mask the changes mentioned 
above. 

Limitation of Protein Catabolism. Since the extra- 
cellular accumulation of potassium and of the fixed 
anions of uremia is a consequence of protein catabo- 
lism, it is not surprising that hyperkalemia occurs 
frequently in conjunction with acidosis. Furthermore, 
metabolic acidosis, per se, may accelerate the shift of 
potassium from cells to extracellular fluid. It is logical, 
therefore, that initial prophylactic efforts against po- 
tassium intoxication be directed toward (1) avoidance 
of potassium-containing foods, including milk and 
fruit juices, and (2) reduction of endogenous protein 
breakdown by provision of adequate protein-sparing 
calories. Carbohydrate has certain advantages over fat 
in this regard, not the least of which is palatability. 
Total caloric intake should average at least 1,000 per 
day. The following foods may be offered: hypertonic 
(up to 50 per cent) glucose, sucrose or Dextrimaltose 
solutions flavored with a small amount of lemon juice; 
sweetened tea, ginger ale, fat emulsions such as Ediol 
or Lipomul; hard candies, butter and sugar (as 
sweetened frozen butterballs or butter soup). 

In practical experience, however, nausea and vomit- 
ing usually preclude adequate oral feedings for more 
than several days. In this event, small doses of chlor- 
promazine may be helpful in some patients. More often 
than not, one must rely on intravenous feedings of 
concentrated glucose. An invaluable technique for the 
administration of hypertonic solutions without the 
danger of venous thrombosis is provided by the inser- 
tion of a thin, sterile, polyethylene catheter through a 
No. 15 needle, temporarily inserted percutaneously 
into the femoral vein in the inguinal region (Figure 4). 
The tip of the catheter then lies in place in the iliac 
vein or in the lower end of the inferior vena cava, where 
blood flow is sufficient to dilute rapidly the concentrated 
glucose solution entering at a very slow rate. This 
technique may be used for the continuous administra- 
tion of fluids for one to two weeks, provided that the 
catheter is inserted with due regard to sterile precau- 
tions, that the glucose is administered slowly, and that 
five units of heparin are added to each liter of intra- 
venous fluids. Additional advantages are that the pa- 
tient may move about in bed without fear of extra- 
vasation of fluid, and that the veins of the arm remain 
undamaged and thus accessible for repeated blood 
sampling. 

Anabolic agents such as testosterone or norethan- 
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Figure 3. Typical progressive electrocardiographic alterations in 
potassium intoxication, lead V3. 


Figure 4. Technique for continuous intravenous administration of 
concentrated glucose solutions via plastic catheter. 
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drolone (Nilevar) are also thought by some to have a 
beneficial effect in retarding catabolic rate in oliguric 
patients, although stress in the form of infection, fever 
or tissue necrosis tends to abolish this protective effect, 
as does the lack of protein intake. 

Other more specific measures that have proved 
valuable in controlling potassium intoxication include 
the following: 

1. Oral or rectal administration of special cation 
exchange resins capable of exchanging hydrogen or 
ammonium (or possibly sodium) ions for potassium 
ions in the gastrointestinal tract. One gram of resin 
will trap up to 1 mEq. of K* in approximately four 
hours. The efficacy of resin therapy is illustrated in 
Figure 5. Untoward effects include an increase in 
metabolic acidosis and the occurrence of fecal impac- 
tions, the latter being particularly troublesome when 
the resin is given as a retention enema. 

2. The intravenous administration of 100 to 300 cc. 
of 25 to 50 per cent glucose in water to which is added 
1 unit of regular insulin per 2 to 3 grams of glucose. 
Almost invariably this effects a prompt shift of potas- 
sium from extracellular to intracellular fluids, and a 
significant reversion of the electrocardiographic pattern 
toward normal. Unfortunately the effect is usually only 
transient, lasting not more than eight to 12 hours, and 
repeated injections may result in diminished response. 

3. Intravenous administration of hypertonic sodium 
lactate solutions. Preliminary experience indicates that 
a similarly dramatic response may follow the adminis- 
tration of 40 to 200 mEq. of sodium lactate given in 
concentrations up to 1 molar. This effect may also be 
temporary, however, and the dangers of excessive 
sodium administration must be remembered. 

4. Intravenous injection of calcium gluconate. Cal- 
cium, being a physiologic antagonist to potassium, 
may be used prophylactically or therapeutically. It is 
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usually effective if given intravenously in high doses 
(100 cc. of 10 per cent calcium gluconate daily), but 
this poses a danger in digitalized patients of predispos- 
ing to digitalis intoxication. 

5. Hemodialysis. Potassium as well as other retained 
solutes of uremia may be removed rapidly by hemo- 
dialysis, which constitutes the most effective and direct 
approach to this problem, as discussed more fully 


below. 


The Diuretic Phase 


Asa rule, if oliguria is of short duration, the ensuing 
diuretic phase presents little difficulty. If, however, 
diuresis does not occur before the second week, the 
patient may enter this phase already critically ill, 
comatose, and with exhausted defense mechanisms. 
Approximately 25 per cent of the deaths from acute 
tubular necrosis occur during the diuretic phase. These 
are usually attributable to complications of renal failure 
or of the condition that initiated renal failure: peri- 
tonitis, atelectasis, bronchopneumonia, pulmonary 
embolus, urinary tract infection or gastrointestinal 
hemorrhage. The importance of good general medical 
care, and particularly good nursing care, in the preven- 
tion of such complications throughout all phases of the 
disease cannot be overemphasized. Specifically, the 
following points deserve careful attention, especially 
during the diuretic phase. 

1. Good oral hygiene, frequent turning, periodic 
deep breathing and forced coughing exercises, tracheal 
aspirations if necessary, inhalations of cold mist, and 
early ambulation are mandatory prophylactic measures 
against pulmonary complications. 

2. Catheterization of the bladder should be avoided 
unless absolutely necessary because of the ever-present 


_danger of introducing urinary tract infection. 
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Figure 5. Negative potassium balance and reduction of serum potas- 
sium concentrations associated with the rectal administration of 
cation exchange resin (SKF No. 648), in acute tubular necrosis. 


3. Antibiotics should be used prophylactically if 
tissue trauma is extensive, if the patient is comatose, 
or if a retention urinary catheter is necessary. When 
used therapeutically, the choice of antibiotics should 
be determined by sensitivity studies. Otherwise a wide- 
spectrum antibiotic or a combination of antibiotic 
agents such as penicillin plus chloramphenacol should 
be used. Streptomycin and dihydrostreptomycin, how- 
ever, are definitely contraindicated in renal failure be- 
cause of the increased danger of neurotoxic side effects. 
It should be mentioned that leukocytosis is not a 
reliable criterion of infection, since a leukemoid reac- 
tion is the rule rather than the exception in acute renal 
failure. 

4. Anemia, if severe, requires the administration of 
blood, preferably fresh. During the oliguric phase, 
blood should be administered slowly as packed red 
cells rather than whole blood, in order to reduce the 
danger of pulmonary edema. As a rule, the hematocrit 


should be maintained between 25 and 30. 
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5. Gastrointestinal hemorrhage, due in part to im- 
paired prothrombin consumption in uremia and a 
poorly understood defect affecting capillary wall in- 
tegrity may at times defy all therapy short of surgical 
resection of the bleeding area. Whole blood should be 
administered as needed. Occasionally a beneficial effect 
follows the administration of fresh frozen plasma. 

The urine excreted during early diuresis is so poorly 
concentrated in retained solutes that uremia and acido- 
sis may progress slowly for another week or so, usually 
until maximum diuresis is attained. On the other hand, 
the renal loss of water and salt may be excessive during 
maximal diuresis. These losses must be considered at 
least partially compensatory if the patient has been 
previously overloaded with fluids. Replacement ther- 
apy, therefore, need not be equal to losses, and should 
be regulated only to prevent dehydration and actual 
electrolyte depletion, as judged by both clinical signs 
and laboratory data. Potassium, however, may be lost 
so rapidly during the diuretic phase that previously 
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elevated serum potassium levels may fall below normal 
in as little as 48 hours. It is therefore advisable to give 
potassium-containing fluids, preferably by mouth, as 
soon as the serum potassium falls to within normal 
range. 

Protein should also be added to the diet as soon as 
the patient is able to take oral feedings, even though 
increased nitrogen intake may increase the azotemia 
and prolong the diuresis itself. In fact, no dietary 
restrictions need be imposed once diuresis is well 
established. Most patients at this time will meet their 
nutritional requirements better if allowed foods of their 
own choice. Supplementary intravenous feedings, how- 
ever, must be continued until oral intake is adequate. 


The Artificial Kidney 


Of the various techniques employed to remove the 
products of metabolism retained in acute renal failure, 
including exchange transfusions, peritoneal irrigation, 
intestinal lavage and hemodialysis, the last has proved 
the most effective in most cases. This technique has 
now become established as a valuable, if not life-saving, 
adjunct to the conservative management of acute renal 
failure, particularly in the more critically ill patients. 
Briefly, the artificial kidney employs a semipermeable 
membrane that allows the transfer of water and small 


Figure 6. Simplified diagram of the artificial kidney. 


GP August 1957 


solutes of small molecular weight from blood in much 
the same manner as does the glomerular capillary bed 
(Figure 6). The physiologic equivalent to the renal 
tubule, which governs loss of some solutes and reten- 
tion of others, is provided by bathing the blood-con- 
taining membrane in a solution that resembles normal 
extracellular fluid. Thus, substances which have been 
retained in body fluids during oliguria, such as urea, 
fixed anions and potassium, pass through the pores of 
the membrane into the surrounding dialyzing solution 
according to a concentration gradient. Of the various 
types of artificial kidneys currently employed, the 
Kolff-Brigham, Skeggs-Leonards, and the disposable 
twin-coil models have proved most practical and effec- 
tive to date. A detailed description of the design and 
performance of the twin-coil dialyzer was presented in 
the April, 1957, issue of GP, by Morris and Moyer. 
Indications for dialysis vary somewhat among the 
numerous centers using this technique, but in general 
they include the following: (1) potassium intoxication 
uncontrollable by other means, (2) prolonged oliguria 
or oliguria complicated by factors that accelerate tissue 
destruction and metabolic acidosis, (3) advanced and 
clinical chemical deterioration in the face of good con- 
servative therapy, particularly if urine output is not 
gradually rising. The only universally accepted con- 
traindication to hemodialysis is bleeding or a bleeding 
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Figure 7. Chinese in serum electrolytes ahd blood urea nitrogen 
during extracorporeal dialysis for six hours in a case of post- 
hemorrhagic acute tubular necrosis. © represents the concentration 
of each electrolyte in the dialyzing solution used. 


tendency, particularly involving the gastrointestinal 
tract, since the administration of heparin is necessary 
during dialysis and will frequently prolong or accel- 
erate bleeding. 

The beneficial effects of hemodialysis have been 
verified by numerous reports in the past decade. The 
usual response is a marked clearing of mental symp- 
toms, return to consciousness in previously uncon- 
scious patients, loss of nausea and vomiting, and in 
general a lessening of all symptoms attributable to 
uremia. While hemodialysis has not been proved to 
accelerate regeneration of tubular epithelium or to 
shorten the duration of oliguria, it does in a sense pro- 
vide the patient additional time for such regenerative 
changes to occur. 

A typical biochemical response to dialysis is illus- 


trated in Figure 7, which shows the changes in serum 
sodium, chloride, potassium, CO, and blood urea- 
nitrogen in one case of acute renal failure due to shock 
which occurred from massive hemorrhage during ab- 
dominal surgery. 

It should be emphasized, however, that some seri- 
ously ill patients with acute tubular necrosis can be 
managed adequately by conservative measures alone, 
and that the artificial kidney is only an adjunct to, 
rather than a substitute for, good medical care. Yet 
when this instrument is needed, it is often needed in 
a hurry. Consequently, it is our belief that patients 
with acute potentially reversible renal failure should 
be transferred whenever possible to a hospital where 
an artificial kidney is available, and kept there until 


the emergency is over. 


Higher Education 


Tue President’s Committee on Education Beyond the High School has issued an interim 
report in which the committee estimates that the number of students in our colleges and 


universities will double or possibly triple by 1970. An editorial in Science for December 7, 


1956, commented as follows: 


**The population bulge offers the colleges and universities a chance to be more highly 
selective than ever before, a chance to turn away from their doors the dull, the indolent, and 
the indifferent, to make higher education a privilege for those qualified for intellectual ac- 
complishments rather than a right for nearly all who are capable of finishing high school. 

“If the colleges and universities should seize these opportunities to improve the quality of 
their student bodies, the level of education attained in all could approach that now attained 
only in the best and the best could improve beyond their present level. We might even, in 
Woodrow Wilson’s metaphor, see a reversal of the tendency of the sideshows to steal the 
interest that properly belongs to the main tent in the American educational circus.” 
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Muscle Cramps: Causes and Treatment 
Q. What are the possible causes and mechanisms of 


muscle cramps occurring at various times in the 
biceps, calf muscles or in the foot? How may they be 
prevented and treated ? 


A. It is assumed that the inquirer did not have refer- 
ence to muscle pain associated with obvious musculo- 
skeletal disorder. Such pain may appear either during 
rest or during activity, and treatment depends upon 
the application of good principles of physical medicine 
or orthopedics. 

Muscle pain that appears during exercise, subsides 
with rest, and is not related to an obvious musculo- 
skeletal disorder, may represent intermittent claudica- 
tion—a sign of arterial insufficiency. This symptom 
can be prevented, of course, by having the patient 
restrain his activities so that he stays within the limits 
of arterial supply to the affected extremities. There is 
no wholly satisfactory drug treatment of intermittent 
claudication. Two surgical methods are now being 
widely used for treatment of chronic arterial insuffi- 
ciency. These are (1) sympathectomy and (2) opera- 
tions for restoration of arterial trunks. Although sym- 
pathectomy has a good effect, in a general way, for pro- 
tection of a limb in which the arterial supply has been 
curtailed, this operation has little influence upon inter- 
mittent claudication. On the other hand, operations to 
restore arterial trunks naturally relieve the symptoms. 

One of the commonest types of muscle cramps is 
that which is seen in older people during the night. 
Usually the cramp affects a leg, and may be severe 
enough to interfere seriously with the patient’s rest. 
The mechanism for this symptom is not known. How- 
ever, it can be prevented in some instances by adminis- 
tration at bedtime of quinine sulfate (0.3 to 0.6 Gm.) 
or Benadryl (0.1 Gm.). Similar cramps sometimes ap- 
pear in cardiac patients who have had a profound 
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diuresis following administration of a mercurial di- 
uretic. In such cases, it is plausible to propose that the 
cramps may be related to alterations in serum electro- 
lyte values resulting from the diuresis. In any event, 
the discomfort can be prevented in some patients by 
administration of liberal amounts of orange juice 
during the day that the diuretic effect is in progress. 
(Orange juice has a high potassium content.) 


Urine Tests for Sugar 


Q. In the control of a diabetic, how many times a day 
should the urine be tested for sugar, and at what times 
during the day? What ts the best method for home and 
office routine testing ? 


A. Routine urine sugar tests alone are inadequate for 
proper control of a substantial number of diabetic pa- 
tients. Reliance on the presence or absence of glucose 
in the urine as the sole index of a normal or an elevated 
blood giucose level in such patients can result in poor 
or partial control during long periods. 

In older diabetic patients, urine tests for sugar may 
be negative, even with significant elevations in blood 
sugar. This seems to be related to changes in renal vas- 
culature. Younger diabetics with nephropathy may also 
demonstrate this phenomenon. In such a situation, 
only more frequent blood sugar determinations can be 
used for proper control. Urine sugar tests are of value 
in these patients only if used to detect quite marked 
elevations in blood sugar. 

The converse of this situation may be seen in some 
pregnant diabetic patients whose tubular reabsorptive 
capacity for glucose may be depressed, resulting in 
glycosuria with minimal elevations of blood sugar. 
Insulin prescribed on the basis of urine tests here, may 
result in severe hypoglycemic reactions and much un- 
necessary misery. 

Since the prime purpose of the urine sugar test is to 
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indirectly estimate the blood sugar level at the time of 
the test, it is imperative to collect the urine sample 
over a short period of time. This is best done by in- 
structing the patient to void one-half to one hour prior 
to passing the sample to be tested. This simple modifi- 
cation greatly increases the value of the test. If sugar 
is present in the specimen tested, it clearly indicates 
that the blood sugar was above the level of the indivi- 
dual’s threshold during the time the specimen was 
collected. 

With these limitations in mind, tests are best done 
on urine voided one-half to one hour after the first 
urine passed on arising and before breakfast is eaten, 
and on urine collected in the same way at bedtime. In 
patients taking only the long-acting insulins, the morn- 
ing test is usually enough. In labile patients or in new 
patients being regulated, tests prior to each meal are 
often needed for some weeks. It is a good policy to 
periodically test a sample collected during the third 
hour following breakfast to insure that significant post- 
prandial hyperglycemia is not present. 

The Clinitest Reagent Tablets produced by the 
Ames Company seem currently the most satisfactory 
method for home and office routine testing. 


Aggravation of Peptic Ulcer 


Q. Can trauma other than burns, such as auto accidents, 
produce or aggravate peptic ulcer ? 


A. Peptic ulcer has been considered as one of the so- 
called stress diseases. Whether trauma such as auto 
accidents can produce or aggravate a peptic ulcer is 
somewhat controversial. From a general point of view, 
it could be argued that such trauma might well aggra- 
vate a pre-existing peptic ulcer, but whether or not 
such trauma would cause an ulcer de novo is another 
matter. There is an excellent discussion of this prob- 
lem in the text book Peptic Ulcer published under 
the auspices of the American Gastroenterological Asso- 
ciation in 1951 by W. B. Saunders Co., Philadelphia, 
under the general editorship of David J. Sandweiss, 
M.D. Another interesting reference on this particular 
subject is the article ‘Stress and Duodenal Ulcer” by 
Dragstedt, L. R., Ragins, H., Dragstedt, L. R. I, and 
Evans, S. O., Jr., appearing in the Annals of Surgery, 
Vol. 144, pp. 450 to 463, September, 1956. 


Pelvic Inflammatory Disease 


Q. What is the best treatment for symptomatic chronic 
pelvic inflammatory disease with a negative cervical 
discharge and no evidence of tubal or ovarian ab- 
scess? Antibiotics seem to be of little or no value. 
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Diathermy appears to be reasonably effective. Do). 
have other suggestions of nonsurgical nature? 


A. In the case of a patient who has chronic salping)- 
oophoritis without abscess formation but who fails ‘o 
respond to concomitant antibiotic therapy and dia- 
thermy, one should consider the possibility of a more 
chronic type of infection such as pelvic tuberculosis. A 
noninflammatory process such as endometriosis some- 
times gives symptoms and findings similar to pelvic 
inflammatory disease. 

You have been giving the patient the benefit of the 
only proper nonsurgical treatment for chronic sal- 
pingo-oophoritis and pelvic cellulitis. 


“Fifth” Disease 
Q. What is “Fifth’’ Disease? 


A. The term, “Fifth” Disease, is sometimes applied 
to erythema infectiosum—a benign, almost symptom- 
less disease of early childhood. Although the cause is 
unknown, it has been assumed to be an infectious agent, 
since the disease occurs in epidemics. In Diseases of the 
Skin, Sutton describes the rash as follows: 

**The eruption is maculopapular, rose-red, and more 
pronounced on the face, legs and arms. It appears first 
on the cheeks and may be limited to this location. The 
lesions are peculiarly circular and crescentic. They en- 
large peripherally, undergo confluence, heal in the 
central zone, and so produce a geographic, annular 
and angularly mottled appearance that is quite striking 
.... The eruption disappears in about 4 days, leaving 
no scale, scar or pigmentation.” 


Brain Damage in Infancy 


Q. At what age and by what means can a prognosis be 
made for an infant with brain damage? How early 
should definitive therapy be started ? 


A. Assuming that by brain damage is meant that 
which is due to asphyxia, Rh incompatibility, hemor- 
rhage or trauma at the time of delivery, the diagnosis 
can usually be suspected early in the neonatal period 
because of such manifestations as failure to nurse pro- 
perly, atonic extremities, and seizures. The prognosis 
should be guarded since the ultimate outcome cannot 
be predicted until failure of normal development be- 
comes obvious. This is usually not clear-cut until about 
1 year of age since the cerebral cortex has little func- 
tional role in the first year of life. Definitive therapy 
such as physiotherapy or braces need not be started 
until signs of spasticity develop. 
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Physical Activity in Tuberculosis 


Hirscu and his associates made a controlled study to 
compare the effects of bed rest and of physical activity 
on recovery from tuberculosis. Women afflicted with 
moderately advanced or far-advanced, relatively fresh 


pulmonary tuberculosis were subjected to alternating - 


periods of bed rest and of supervised physical activity 
while under treatment with combined chemotherapy. 
Detailed clinical and laboratory observations were 
made. The course of recovery from tuberculosis in 
these patients was not detectably different on bed rest 
or on physical activity. 

The authors pointed out that the results obtained 
in their study may pertain only to relatively fresh, 
previously untreated pulmonary tuberculosis in adult 
females. Further studies are required to determine 
whether or not bed rest significantly affects recovery 
in patients of different age and sex and in persons 
afflicted with other types of tuberculosis. (Am. Rev. 
Tuberc., 75:359, 1957.) 


Subglottal Stenosis 


CoLEMAN AND Keats reported two cases of congenital 
stenosis of the trachea, below the level of the vocal 
cords, which interfered with intubation. Both patients 
were children, 8 months and 4 years of age respectively. 
Both were anesthetized for the repair of congenital 
anomalies. Both had shown some evidence of tracheal 
obstruction before admission. In one patient a No. 14 
French catheter could not be passed beyond the ob- 
struction, and anesthesia was administered through a 
catheter passed only partially through the stenotic 
area. In the other a No. 16 French catheter was passed 
successfully past the obstruction. Both children de- 
veloped stridor during the postoperative period. In 
one, a temporary postoperative tracheostomy was 
necessary. 

The authors described the anatomy peculiar to the 
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Tips from Other Journals 


infant larynx. The mucous membrane is more vascular 
and more loosely attached than in the adult. When 
irritated, as by an endotracheal tube, edema develops 
more readily. 

It was noted that the preoperative recognition of 
subglottal stenosis may be difficult or impossible, since 
there may be no diagnostic symptoms. When stenosis 
is encountered during intubation, the authors recom- 
mended that it be confirmed radiologically at the end 
of the operation. If the narrowing is found to be 
localized, immediate tracheostomy was recommended. 
(Anesthesiology, 18: 265, 1957.) 


Severe Hemorrhage After Gastrectomy 


Wik1ns and his coworkers reviewed a series of 14,324 
gastrectomies. In this group they found that severe 
upper gastrointestinal hemorrhage occurred during 
the early postoperative period in approximately 1 per 
cent of cases. Among the patients who hemorrhaged, 
there was a 10 per cent mortality rate. 

The source of bleeding was usually the anastomotic 
suture line, or a retained duodenal ulcer. Most of the 
hemorrhages occurred within a few days of the opera- 
tion, although a few appeared as late as the tenth day. 
These latter were thought to be due to gastritis, or to 
necrosis and sloughing of the inner layer of the anasto- 
mosis. 

The authors recommended that careful technique be 
employed to prevent this complication. This should in- 
clude the individual ligation of bleeding points, place- 
ment of the stoma in the antimesenteric line of the 
jejunum, avoidance of folds in the closure, and the 
employment of a two-layer closure with the use of a 
continuous hemostatic inner suture. Whenever possi- 
ble, a duodenal ulcer should be removed with the re- 
sected duodenum to prevent postoperative hemorrhage 
from the ulcer bed. 

In most cases conservative treatment of the hemor- 
rhage was recommended. Blood replacement, the ad- 
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ministration of vitamin K, calcium and fibrinogen were 
advised, and decompression of the gastric remnant by 
suction. Occasionally reoperation was necessary to 
control the bleeding point. This was performed through 
the remaining stomach or through the suture line if the 
duodenal stump was not distended or discolored. 
(Arch. Surg., 74:345, 1957.) 


Indications for Surgery in Regional lleitis 


Croun has outlined what he believes to be the indica- 
tions for surgical intervention in regional ileitis, and 
has made recommendations of optimum methods of 
treatment. He stated that he knew of no satisfactory 
conservative regimen, although, in a series of 700 
cases, he found approximately ten cases in which a 
spontaneous recovery occurred. Most of these were 
cases of acute regional enteritis. 

The author listed several contraindications to 
surgery. These included extensive ileojejunitis with 
diffuse involvement of the whole or a large part of the 
small intestine; acute ileitis; mucosal enteritis in which 
the disease extends rapidly to involve the entire small 
bowel; and combined ileocolitis in which both ileum 
and colon are affected. 

Positive indications for surgery were stated to be: 
(1) localized regional or terminal ileitis; (2) perirectal 
fistulas; (3) fistulas to the abdominal wall; (4) hemor- 
rhage; (5) intestinal obstruction; (6) recurrent ileitis, 
if diarrhea is excessive; (7) persistent activity in the 
primary lesion after short-circuiting and (8) perfora- 
tion. 

Crohn stated that the preferred method of surgical 
therapy was a short-circuiting operation with transec- 
tion of the ileum 10 to 18 inches above the uppermost 
point of discernible involvement of the bowel. He 
quoted a series of cases from the Mayo Clinic in which 
the recurrence rate after this procedure was 54.5 per 
cent, compared with 66 per cent of a larger group of 
cases treated by primary resection. 

Although the cause of this disease remains un- 
known, it was found that areas of diseased bowel often 
contained Brunner-like glands similar to those com- 
monly seen in the duodenum. In patients whose ileum 
did not contain these glands, ileitis did not recur after 
resection. (Arch. Surg., 74:305, 1957.) 


Therapeutic Ratio for Gitalin 


SOME INVESTIGATORS have suggested that gitalin has a 
more favorable therapeutic ratio than other digitalis 
glycosides. The therapeutic ratio for any drug relates 
the amount of the drug necessary to produce a full 


therapeutic effect to the amount of the drug necessary" 
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to provoke a toxic effect. Bryfogle and his coworke:s 
have restudied the therapeutic ratio for gitalin, usiig 
purely objective measurements. The therapeutic effect 
of the digitalis glycoside was appraised from the degre 
of slowing it produced in the ventricular rate of su!- 
jects with atrial fibrillation. A toxic effect was judged to 
be present only when there were premature ventricular 
contractions or other arrhythmias, as confirmed by 
electrocardiographic studies. 

The authors found that 0.5 mg. of gitalin demon- 
strated a therapeutic potency similar to that of 0.1 
Gm. of digitalis leaf. However, gitalin was found not to 
have a more favorable therapeutic ratio than digitalis 
leaf. Thus, the therapeutic and toxic properties of the 
two forms of digitalis were inseparable. Evidence of 
decreased toxicity was accompanied by.a decreased 
potency, and an increased potency was associated 
with an increase in toxicity. The authors concluded 
that the toxic properties of digitalis glycosides are 
nothing more than an extension of the same funda- 
mental properties that produce the therapeutic effect. 
(New England J. Med., 256: 767, 1957.) 


ECHO Virus as Cause of Meningitis 


Tue ECHO viruses constitute a group of agents that 
have been identified and for which corresponding 
human diseases have not been discovered. Quersin- 
Thiry and associates proposed that ECHO virus type 
9 should now be removed from the ECHO group and 
reclassified, probably as a new member of the Cox- 
sackie A group of viruses. That recommendation is 
based on identification of ECHO virus type 9 as the 
cause for an extensive epidemic of aseptic meningitis 
occurring in many parts of Western Europe during the 
summer of 1956. 

The disease was characterized by meningeal symp- 
toms, a marked pleocytosis (up to 500 cells/mm*) and 
by its highly contagious nature. Often all the members 
of a family, children and adults, were affected. 

From a large number of patients with the typical 
syndrome, ECHO virus type 9 was isolated from vari- 
ous specimens. This included direct isolation from 
cerebrospinal fluid of some patients. Also, there was a 
rise of fourfold or more in the titer of neutralizing and 
complement-fixing antibodies in all paired sera of the 
patients examined to date. Such antibodies were not 
found in specimens of blood from patients suffering 
from other viral diseases. The virus strains isolated 
from patients during the epidemic of meningitis were 
found to be cytopathogenic in primary tissue cultures 
of various cell types. Additional animal experiments 
confirmed that ECHO virus type 9 was indeed the 
cause for the meningitis. (Science, 125:744, 1957.) 
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Proteus Bacteremia 


EncouraGin¢ clinical reports, as well as the relative 
in-vitro sensitivity to penicillin of at least certain strains 
of Proteus, led Holloway and Scott to administer large 
doses of penicillin to a patient with Proteus bacteremia. 
By giving 1,000,000 units of penicillin intramuscularly 
every two hours and 1,000,000 units intravenously 
every 12 hours, the authors successfully controlled the 
severe illness. 

When in-vitro tests reveal that a Proteus bacillus is 
as sensitive to penicillin as to all other antibiotics, pen- 
icillin may be the drug of choice because extremely 
high doses of this drug can be administered safely. 
(Antibiot. Med. e& Clin. Therapy, 4:104, 1957.) 


D-Xylose Absorption Test 


BENSON and associates recommend the d-xylose ab- 
sorption test in diagnosis of malabsorption syndromes. 
The test is performed by measuring the output of 
d-xylose in the urine during five hours following in- 
gestion of 25 Gm. of the pentose. The test depends 
upon the fact that d-xylose does not seem to undergo 
selective absorption (as dextrose does), and a constant 
proportion of the amount of d-xylose given (about 40 
per cent) is excreted in the urine. 

When there is a malabsorption state due to sprue or 
intestinal disease, the five-hour urinary excretion of 
d-xylose is significantly lower than normal (see diagram 
below). When malabsorption is due to pancreatic exoc- 
rine insufficiency, results with the d-xylose test resem- 


ble the normal. (New England J. Med., 256:335, 1957.) 


Congenital Aortic Stenosis 


VALVULAR or subvalvular aortic stenosis is a fairly fre- 
quent congenital cardiac lesion that can be diagnosed 
accurately clinically. It is usually stated to be well 
tolerated. It has been said repeatedly that symptoms 
usually appear for the first time during middle adult 
life. 

Braverman and Gibson obtained follow-up reports 
on 73 patients with congenital aortic stenosis seen dur- 
ing an eight-year period. All were under 16 years old 
when first seen. All had the classical signs of aortic 
stenosis—a loud, harsh, systolic murmur maximum in 
the first or second intercostal space at the right sternal 
border, associated with a thrill. No cases in this series 
were of doubtful etiology. Five had associated anom- 
alies—two with patent ductus arteriosus and three 
with coarctation of the aorta. These associated lesions 
were corrected surgically and the signs of aortic steno- 
sis remained unchanged. 

Of the 73 patients, 41 are now asymptomatic, 26 
have one or more symptoms and six are dead. The six 
deaths occurred between the ages of 4 months and 15 
years. Except for the one infant, all were sudden 
deaths. Three had had at least one syncopal attack 
before the fatal episode. Easy fatigability and nose- 
bleeds were other common symptoms in the fatal 
cases. 

This report of an 8.2 per cent mortality is in con- 
trast to most statements regarding prognosis in this 
disease, and suggests strongly the need to select some 
of these children for surgical correction of the defect. 
The authors suggest that all children with aortic steno- 
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Ranges of values for five-hour excretion of d-xylose in urine after ingestion of 25 Gm. of the pentose 
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sis who have had an attack of syncope should be operated 
upon. With easy fatigability, syncope is of much more 
significance than cardiac enlargement. One patient 
with syncope who died suddenly at age 4 had a normal 
electrocardiogram and a normal size heart by fluoros- 
copy. (Am. Heart J., 53:487, 1957.) 


Treatment of Multiple Sclerosis 


Ir 1s always difficult to evaluate a method of treatment 
for a chronic disease. This is especially true in multiple 
sclerosis, which has a long duration (20 to 25 years) 
and in which remissions and exacerbations are quite 
unpredictable. 

During a period of six and one-half years, Swank 
has tried the effect of a low fat diet in the treatment 
of multiple sclerosis. The results led him to the tenta- 
tive conclusion that the diet does alter the course of the 
disease. In particular, there was a substantial decrease 
in both frequency and severity of exacerbations. The 
earlier the treatment was started in the course of the 
disease, the better the prospects for improvement. 
When multiple sclerosis had been present seven years 
or more prior to treatment, deterioration was not in- 
fluenced. The effect of the diet seemed to be cumula- 
tive. The longer patients were under treatment, the 
better they seemed to do. 

The notion of using a low fat diet for the treatment 
of multiple sclerosis had its origin in epidemiologic 
studies. Thus, it has been learned that the prevalence 
of multiple sclerosis among various population groups 
is related directly to the fat content of the diet. (Ann. 
Int. Med., 45:812, 1956.) 


Spondylosis of the Spine 


Hussar AND GULLER apply the term “spondylosis” to 
the following roentgenographic findings: bony spurs 
of the vertebral bodies, narrowed disc space, and nar- 
rowed intervertebral foramina, occurring singly or in 
various combinations. They plead for distinguishing 
this form of vertebral disease from hypertrophic and 
degenerative changes in the costovertebral and apo- 
physeal junctions, the only true joints of the spine. 
They are convinced that spondylosis has little if any 
clinical significance. 

In order to substantiate that thought, the authors 
obtained roentgenographic studies of the cervical and 
lumbar spine in 500 male employees of a Veterans 
Administration hospital. They found that there was a 
low degree of correlation between the incidence of neck 
pain and positive roentgenographic findings of spon- 
dylosis in the cervical spine. Indeed, the correlation 
was not high enough to justify relating pain with spon- 
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dylotic changes in individual cases. Nor did tlx 
severity of roentgenographic findings relate to tl 
severity of pain. There was a highly significant associ: - 
tion between age and roentgenographic findings. In t!:. 
case of the lumbar spine, there was no correlation be- 
tween incidence of back pain and positive roentgeno- 
graphic findings. Furthermore, the incidence of posi- 
tive roentgenographic findings increased with age, 
body weight and physical work, although the incidence 
of pain did not. 

This report suggests that a physician is usually 
right in disregarding x-ray evidence of spondylosis in 
his search for a cause for back pain. (Am. J. M. Sc., 
232:518, 1956.) 


Results of Treatment of Intussusception 


PACKARD AND ALLEN reported the results of treatment 
in 100 cases of intussusception, in infants and small 
children. There was one death in a treated case in 
which operation followed diagnostic enema. Two 
moribund untreated patients also died. If these are in- 
cluded, the over-all mortality rate was 3 per cent. 

Twenty-six of the patients were treated successfully 
by barium enema alone, 29 were treated by preliminary 


. barium enema followed by surgery, and 43 by surgery 


alone. Appendectomy did not appear to add to the 
operative risk. Recurrence was unusual, but was 
slightly more common after closed reduction. 

Barium enema for diagnosis and treatment was used 
more commonly in later than in earlier cases. However, 
the authors emphasized that this method should not be 
advocated universally, and that surgery must follow if 
certain criteria are not rigidly met. These were stated 
to be: (1) hospital admission; (2) the barium enema to 
be given only by a trained radiologist; (3) the barium 
column must never be raised higher than 3 feet, and 
must be given without manipulation; (4) there must be 
complete outlining of the cecum and unrestricted fill- 
ing of the ileal loops; (5) the surgeon must be present 
and proceed with operation without delay if there is 
any question of complete reduction. In most late cases 
surgery was advocated. (Surgery, 41 :567, 1957.) 


Cycloserine Toxicity 


Storey AND McLean, in their study of cycloserine 
toxicity, found that this antibiotic has a definite neuro- 
toxic effect which may be sedative or excitatory, but 
which in its most dramatic form, is convulsive. The 
convulsive effect of cycloserine is greatly diminished 
and may be abolished if the total daily dose does not 
exceed 0.5 Gm. and if individual doses are no larger 


than 0.25 Gm. (Am. Rev. Tuberc., 75:514, 1957.) 
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Comparison of incidence of streptococcal infections 
in two groups of exposed men: a control g-oup (483 men) 
and a group who received a single 900,000-unit injection 
of benzathine penicillin G (2,214 men). 
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Prevention of Streptococcal Infections 


DurinG an epidemic of streptococcal pharyngitis at 
the Francis E. Warren Air Force Base in the spring of 
1956, Davis and Schmidt tested the efficacy of a single 
dose of benzathine penicillin G in prevention of strepto- 
coccal infections. It was found that a 900,000-unit dose 
had a remarkably protective effect for about 25 days. 

During the period of the study, there were 2,214 
men who received the single penicillin injection and 
483 men who did not (controls). The streptococcal- 
disease rates per 1,000 men per week are shown for the 
two groups in the above illustration. There was a con- 
siderable difference in the frequency of streptococcal 
pharyngitis in the two groups during the first three 
weeks of the observation period. After that, streptococ- 
cal pharyngitis became more frequent in the prophy- 
laxis group, while the rate declined in the control group 
(possibly because of depletion of the susceptible pop- 
ulation as a result of the high incidence of infections 
during the early part of the observation period). 

The authors commented that the results of this 
study support the thought that benzathine penicillin 
G is useful in protection of rheumatic fever patients 
against streptococcal infections. A single dose of 
900,000 units should offer almost complete protection 
for about 25 days. (New England J. Med., 256:339, 
1957.) 
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Anticoagulants in Cerebral Infarction 


LONG-TERM anticoagulant therapy has been advocated 
for the treatment of intermittent insufficiency of the 
carotid arterial system or of the basilar arterial system. 
This treatment has seemed to have a beneficial influ- 
ence upon the course of the disease. It seems probable 
that similar treatment will be extended to other forms 
of cerebral arterial obstruction. 

To date, administration of anticoagulants to patients 
having cerebral arterial disease has seemed to be either 
beneficial or at least innocuous. However, there have 
been reports of a few cases in which patients receiving 
anticoagulant therapy died of cerebral hemorrhage. It 
was not possible to say whether the hemorrhage had a 
direct relationship to anticoagulant therapy. 

Since it seems probable that such treatment will be 
extended in the future, Moyes and coworkers studied 
the effect of anticoagulants upon cerebral infarction 
experimentally induced in dogs. Anticoagulants were 
administered to 26 dogs in doses that lowered the pro- 
thrombin value to a somewhat greater degree than 
would be usual in clinical practice. In 17 other animals 
(controls) anticoagulants were not given after cerebral 
infarction had been induced. 

None of the control dogs had infarcts showing any- 
thing more than minimal hemorrhage. This was in pro- 
nounced contrast to the group receiving anticoagu- 
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lants, in which 11 of the 13 dogs surviving 31 hours or 
more had more hemorrhage than any of the controls. 
The degree of hemorrhage was proportional to the 
extent of the infarct. However, the hemorrhage usually 
did not extend beyond the margins of the infarct. 
(Proc. Staff Meet., Mayo Clin., 32:124, 1957.) 


Diagnosis of Primary Hyperparathyroidism 


Tue diagnosis of primary hyperparathyroidism de- 
pends in large part upon the detection of biochemical 
abnormalities that are by no means routinely disclosed 
in the study of patients. Therefore, the diagnosis de- 
pends largely upon alertness to certain clinical clues, 
among which disease of the bones and evidence of 
renal calculi have been emphasized. So it is that serum 
calcium and phosphorus determinations on all pa- 
tients with urinary calculi will uncover a number of 
otheawise unsuspected cases of hyperparathyroidism. 
St. Goar re-evaluated the importance of gastrointesti- 
nal symptoms as a clinical clue to the diagnosis of this 
reversible disease. Among 45 cases, there were 16 pa- 
tients who had gastrointestinal symptoms of clinical 
significance. In particular, the author concluded that a 
diagnosis of hyperparathyroidism should be consid- 
ered when a patient has unexplained episodes of 
nausea and vomiting, unexplained anorexia and weight 
loss, a peptic ulcer that does not respond in the usual 
way to therapy, and a variety of unexplained abdominal 
pains. He went on to say that the disease might be 
recognized both earlier and more frequently if it were 
widely regarded as a “disease of stones, bones and 
abdominal groans.” (Ann. Int. Med., 46:102, 1957.) 


Fallacy of Neck Dissection in Thyroid Cancer 


Crite outlined what he believed to be the fallacy of the 
employment of the conventional radical neck dissec- 
tion for papillary carcinoma of the thyroid. Instead of 
this procedure, he recommended suppression of the 
thyroid-stimulating hormone of the pituitary by daily 
administration of three or four grains of desiccated 
thyroid. He stated that by this means regression of the 
tumor is often produced. 

The author pointed out that en bloc operation for 
cancer. of the thyroid is not possible, because this 
would include removal of the primary tumor, the 
mediastinal nodes, the midline Delphian nodes, the 
paratracheal nodes and the jugular and carotid nodes. 
He observed that the primary tumor in the thyroid lies 
directly on the trachea, an organ that cannot be sacri- 
ficed to fulfill the en bloc principle. The mediastinal 
nodes lie on the great vessels of the mediastinum, and 
cannot be resected en bloc without sacrificing the 
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vessels. The paratracheal nodes lie against the trach.a 
and esophagus, and cannot be resected en bloc witho::t 
sacrifice of the trachea, esophagus and recurre it 
nerves. 

In Crile’s opinion, since many papillary cancers are 
amenable to endocrine control, since a bloc dissection 
of thyroid cancer is not feasible, and since the survival 
rate of reported cases indicates that well-planned cou- 
servative operations are more effective than standard 
radical neck dissections, there are few indications for 
sacrifice of the sternomastoid muscle. He indicated 
that the burden of proof lies on the surgeon who in- 
flicts unnecessary deformity. (Ann. Surg., 145:317, 
1957.) 


Psychosis Presumably Due to Mecamylamine 


MECAMYLAMINE has become popular in the treatment of 
hypertension because, unlike other ganglionic blocking 
agents, it is readily absorbed when taken by mouth. 
Recently, Deming and associates have reported two 
cases in which the drug appeared to alter brain func- 
tion. In the first case, there was a definite relation be- 
tween the administration of mecamylamine and the oc- 
currence of psychosis, and a similar relation appeared 
probable in the second case. The patients exhibited an 
agitated state with physical hyperactivity consisting of 
gross jerking movements of all extremities. 

In speculating on the mechanism whereby meca- 
mylamine provoked these effects upon the brain, the 
authors noted that the psychosis could not be ascribed 
to blockade of peripheral autonomic ganglions, since 
similar episodes have not been described after the use 
of other more widely employed agents of the same 
type. They suggested that the effect of mecamylamine 
may be related to the ease with which it is absorbed 
from the gastrointestinal tract. It is possible that this 
property of the drug would be marked by a similar 
facility for crossing the “blood-brain barrier”’ so that it 
might interfere with cerebral function in a way that 
would not characterize the effect of other ganglionic 
agents. (New England J. Med., 256:739, 1957.) 


Erythropoiesis Induced by Androgens 


KENNEDY AND GILBERTSEN have observed that adminis- 
tration of androgenic hormones to women with ad- 
vanced breast cancer has been associated with an un- 
usual alteration in erythropoietic activity. These pa- 
tients were receiving large doses of the hormones in an 
effort to control metastatic carcinoma. The hormone 
appeared to be a specific stimulus to erythropoiesis, 
and the observed changes in red blood cell mass were 
independent of the course of the carcinoma. 
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A response of the bone marrow was marked by the 
development of flushing, a plethoric appearance, and a 
sensation of warmth. Women who ordinarily had cold 
hands or feet were free of that symptom. Gradually, the 
hemoglobin and hematocrit values rose, eventually 
reaching levels that were distinctly polycythemic in 
some cases. This phenomenon occurred in some pa- 
tients who had been anemic before therapy was started. 
When androgen treatment was stopped, there was a 
gradual subsidence of the hemoglobin and hematocrit 
values. 

The authors suggested that androgen hormone ther- 
apy may be applicable for types of anemia that do not 
respond to usual treatment. They have tested this idea 
in a few cases, with encouraging results. (New England 
J. Med., 256:719, 1957.) 


Diagnosis of Pheochromocytoma 


Durinc a period of 11 years, Kvale and associates at 
the Mayo Clinic performed 8,873 pharmacologic tests 
for pheochromocytoma on 7,993 patients. By means of 
such tests and the determination of the pressor amines 
in the blood, a correct preoperative diagnosis was made 
in 51 patients. As indications for screening patients for 
this tumor, the authors specified paroxysmal hyper- 
tension, all young patients with hypertension, those 
with a short history of hypertension, and those with 
hypertension, group 3 or 4 or severe group 2. Obesity 
in a patient having hypertension was thought to pre- 
clude the necessity for testing, since thinness has been 
a constant feature in people having a pheochromocy- 
toma. This means that, under the circumstances of 
testing for the disease, it will be found in approximately 
one of every 160 patients (see figure at right). 

The authors described two techniques of pharmaco- 
logic testing for pheochromocytoma. The first—the 
histamine test—is recommended for patients having 
paroxysmal hypertension or in whom the resting blood 
pressure is less than 170/110. A cold pressor test is 
done first, and serves as a gauge of the response to 
histamine. Then 0.05 mg. of histamine base in 0.5 ml. 
of normal saline solution is injected intravenously. 
About 30 seconds later the blood pressure always 
drops. If the patient has a pheochromocytoma, the 
pressure next rises rapidly to levels far above those 
evoked by the cold pressor test. 

The second pharmacologic test, using Regitine, is 
employed in patients having sustained hypertension. 
The drug is given rapidly intravenously in a dose of 5 
mg. A decrease of blood pressure of more than 35 mm. 
systolic and 25 mm. diastolic is considered positive for 
pheochromocytoma. 

As a precaution for avoidance of false positive or 
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false negative reactions to the pharmacologic tests, the 
patient must not have received sedative or narcotic 
drugs for 48 hours before the tests are performed. 
Antihypertensive drugs also cause false negative results 
with the Regitine test. In the case of the long-acting 
antihypertensive drugs, the Regitine test should not be 
‘tried until the drugs have been discontinued for several 
weeks. 

If the results of pharmacologic tests are in doubt, 
measurements are made of the quantity of pressor 
amines in the blood. (Circulation, 14:622, 1956.) 


DIAGNOSIS OF PHEOCHROMOCYTOMA 
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Purulent Neonatal Meningitis 


Watson found that coliform organisms caused 33 of 
the 45 cases of purulent meningitis studied in the first 
month of life. Fourteen were due to E. coli, ten to 
paracolon, three to B. proteus, two each to Pseudo- 
monas pyocyaneus and B. anitratum, and one each to' 
A. aerogenes and salmonella. Of the remainder, six 
were caused by streptococci, and one each by staphy- 
lococci, penumococci, H. influenzae, meningococci, 
gonococci and Listeria monocytogenes. Twenty-two 
additional cases were associated with meningoceles. 
Similar bacterial etiologies were noted, but with a 
tendency to mixed infections. 

Obstetric difficulties, prematurity and foci of infec- 
tion in the infant (commonly umbilical) were fre- 
quently associated. The onset was insidious and the 
clinical picture nonspecific. 

Twenty-nine of the 45 infants died. (These cases all 
occurred between 1949 and 1955.) Three of the 16 
survivors are hydrocephalic. One has other evidence of 
cerebral damage, and one is deaf. The salvage was 24 
per cent over-all, but only 15 per cent in the coliform 
group. Treatment consisted of varied combinations of 
antibiotics. The authors emphasize the urgency for 
lumbar puncture, bacteriologic and sensitivity identi- 
fication, and early vigorous therapy. (J. Pediat., 50: 
352, 1957.) 


Extended Total Gastrectomy for Cancer 


McNeer and his coworkers have reported early ex- 
perience with an extended type of total resection of 
the stomach in 80 cancer patients. The operation in- 
cluded total gastrectomy, with resection of the first 
portion of the duodenum, the omentum, the body and 
tail of the pancreas, the spleen and the gastrohepatic 
omentum. The rationale of this procedure was the re- 
moval, as far as possible, of all regional lymph nodes. 

Twelve of the 80 patients developed leakage at the 
anastomotic site. This was more common in individuals 
whose plasma proteins were less than 6 Gm. per 100 
cc. The over-all mortality was 36 patients, or 45 per 
cent. Fourteen were operative deaths; 19 were not 
operative deaths, but died during the first year; three 
died after one year or more. Thirty-two of the 36 pa- 
tients who died had positive nodes, and 19 of the 24 
patients now living had positive nodes. Seven patients 
are living for more than three years. Five of these had 
lymph node metastases. 

The authors stated that if, after total gastrectomy, 
patients are free of cancer, they become adjusted to 
their limitations within 12 months and return to a 
relatively normal life. The inability to gain weight is 


130 


routine, however, and symptoms of “dumping” ae 
frequently present. They are controlled for the mo.: 
part by a high protein, low carbohydrate diet, con - 
posed of frequent feedings. (Cancer, 9:1153, 1956.) 


Control of Hypercalciuria in Poliomyelitis 


WHEN a person is severely immobilized, there is an ii- 
creased output of calcium in the urine. This comes 
about because the normal stimulus to osteoblastic 
activity is stress and strain. Immobilization inhibits 
osteoblastic activity, so that calcium is “rejected” by 
the bones. However, bone resorption continues at a 
normal rate, and larger than normal amounts of cal- 
cium are excreted in the urine. This hypercalciuria 
imposes a risk of urinary calculus formation and other 
renal complications. 

Sodium phytate had been known to diminish the 
hypercalciuria that attends sarcoidosis and vitamin-D 
intoxication (conditions in which excessive amounts 
of calcium are absorbed from the gastrointestinal tract). 
Vagelos and Henneman therefore assayed the effects 
of this drug in controlling the hypercalciuria that 
characterizes the immobilization of patients who are 
severely paralyzed by poliomyelitis. 

It was found that sodium phytate did indeed reduce 
urinary calcium excretions in five of nine patients hav- 
ing quadriplegia. Results were inconclusive in the 
other four patients. Moderate catharsis was the only 
disagreeable side effect of the therapy. This preliminary 
report therefore suggests that sodium phytate may be 
valuable in prevention of renal complications of quad- 


riplegia. (New England J. Med., 256:773, 1957.) 


Neurogenic Nephropathy 


STRONG EMOTION, subarachnoid hemorrhage, grand 
mal seizures and acute rise in intracranial pressure due 
to brain tumor may cause urinary changes and impaired 
renal function, according to Fishberg. When of emo- 
tional origin, the renal manifestations consist of no 
more than slight and transitory proteinuria of only 
academic interest. The same is most often true of the 
renal damage due to the acute cerebral episodes, but 
in these the proteinuria may become massive and in 
rare instances there may be acute renal insufficiency 
with azotemia and uremia. 

The author reports a case which exemplifies the ex- 
treme form of renal damage of cerebral origin. The 
acute renal insufficiency passed through four stages: 
(1) oliguria with normal specific gravity; (2) oliguria 
with low specific gravity; (3) onset of recovery with 
tremendous polyuria (surpassing 9,000 cc. a day) ; (4) 
the period of hyposthenuria lasting months, during 
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which the kidneys attained the morphologic normality 
found at necropsy. Thus, it can be seen that the renal 
damage was completely reversible. The renal manifesta- 
tions of cerebral origin, extending from trivial pro- 
teinuria to renal insufficiency causing uremia, are all 
produced through the mechanism of neurogenic renal 
vasoconstriction. (Arch. Int. Med., 99:129, 1957.) 


Treatment of Acute Arterial Insufficiency 


In THE PasT, the chief criterion of the successful treat- 
ment of acute arterial occlusion has been survival of 
the extremity. Although surgical treatment may attain 
this objective, the patient is often left with symptoms 
of chronic arterial insufficiency. For that reason, Shaw 
contends that the management of acute arterial oc- 
clusion should be more aggressive, and should more 
often include surgical therapy. 

Shaw extends the time for surgical treatment of acute 
arterial occlusion indefinitely. For instance, he has 
operated as long as several months after the obstruc- 
tion of a major artery by an embolus. In such patients, 
almost always there will be thrombosis in the arteries 
dista! to the site of embolic obstruction. For that reason, 
Shaw uses various techniques to remove the distal 
thrombus as well as the original embolus. One such 
technique is retrograde flushing of the involved artery 
with warm heparin saline solution. In patients in whom 
thrombosis secondary to arteriosclerotic narrowing is 
the cause for acute arterial occlusion, thromboendarte- 
rectomy may satisfactorily restore blood flow. In other 
instances, it is necessary to use an arterial graft as well. 

Shaw’s success in a limited number of cases en- 
courages him to state that the primary objective in the 
treatment of acute arterial occlusion is restoration of 
normal arterial flow rather than survival of the ex- 


tremity. (Surg., Gynec. ¢ Obst., 103:279, 1956.) 


Genitourinary Transmission of Tuberculosis 


PEER reports two instances in which the presence of 
tubercle bacilli in the genital tract in men resulted in 
venereal infection with tuberculosis in the wives of the 
two patients. In both of the women, tubercle bacilli 
were found in 24-hour specimens of urine without any 
evidence of any urinary tract disease. It was believed 
that the source of the tubercle bacilli was from the 
lower genital tract. Inguinal lymphadenopathy was the 
presenting manifestation in the women. 

The condition is of importance not only from the 
standpoint of tuberculosis control, but also because it 
gives rise in the female to an inguinal lymphadenopathy 
which may be confused with other diseases. (Am. Rev. 
Tuberc., 75:153, 1957.) 
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INCIDENCE OF STRAWBERRY HEMANGIOMAS 


AT VARIOUS AGES IN 1,735 CHILDREN 


Strawberry Hemangiomas 


In a stupy of the natural history of untreated straw- 
berry hemangiomas, Jacobs confirmed that these lesions 
tend to regress spontaneously. Of 105 strawberry 
hemangiomas observed for more than one year, 97 per 
cent were either entirely gone or had regressed to the 
point that eventual resolution was certain. The tend- 
ency to regression was substantiated by a record of the 
incidence of strawberry hemangiomas at various ages 
in a series of 1,735 consecutive children examined in 
routine private practice. The incidence of the lesions 
declined with advancing age, as shown in the diagram 


above. (California Med., 86:8, 1957.) 


Control of Radiation Sickness 


A controlled trial of new drugs with antiemetic prop- 
erties was carried out by Stoll to determine their effi- 
cacy in relieving the symptoms of radiation sickness. 
The drugs under trial were chlorpromazine hydro- 
chloride, cyclizine hydrochloride and pacatal hydro- 
chloride. Their effect was compared with that of pyri- 
doxine hydrochloride which has been accepted up to 
the present as the most efficacious drug for this pur- 
pose. 

Pacatal hydrochloride was shown statistically to be 
superior to pyridoxine and to all the other drugs that 
were tested in the relief of nausea and vomiting. Where 
these symptoms are due to irradiation of the abdomen, 
chlorpromazine may possibly be equally efficacious, but 
its administration has been found to lead to a feeling of 
sleepiness in some patients. This, of course, is a dis- 
advantage in ambulatory patients. (Radiology, 68:380, 
1957.) 
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Pulseless Disease 


PutsEtess disease is characterized by the absence of 
pulsations in the carotid and radial arteries. The diag- 
nosis of pulseless disease is primarily one of exclusion, 
according to Kinney. A similar pulseless state may be 
caused by syphilitic arteritis and somewhat less com- 
monly by syphilitic aneurysm. It also occurs rarely in 
dissecting aneurysm and after injuries of the thorax. 
When these conditions have been excluded, there re- 
mains a group of patients consisting mainly of young 
and middle-aged women in whom the etiology is un- 
known. “‘Pulseless disease” has been used to designate 
this group. 

The symptomatology is predominantly that of oc- 
clusion of the internal carotid—headache, vertigo, con- 
vulsion, paresis and hemiplegia may occur. Hypersen- 
sitivity of the carotid sinus has complicated several 
cases. Usually there are no symptoms from the occlu- 
sion of the radial artery because the collateral cir- 
culation is adequate. Since the etiology is unknown, 
treatment is unsatisfactory. Long-term anticoagulant 
therapy has been used. With further advances in arte- 
rial surgery, the surgical approach, although formi- 
dable, might be considered. In a case reported by the 
author, treatment was symptomatic, with papaverine 
being used during acute episodes and Priscoline for 
the long-term treatment. (Am. J. Med., 22:331, 1957.) 


Poisonous Plants 


Reapy reference works for physicians on poisonous 
plants are lacking. Since grazing animals suffer mostly 
from this source of poisoning, most of the available 
data are designed for the use of those interested in 
animal husbandry. Still, children and occasionally 
adults sometimes taste or eat a poisonous plant. It is 
important that the physician be able to recognize the 
plant and to know what part of it is toxic. 

Wood has catalogued briefly 35 poisonous plants in 
the United States. His list includes those that cause 
contact dermatitis. The chief offenders in this regard 
are the familiar poison ivy and poison oak. Others con- 
taining contact irritants are poison sumac, primrose 
and lady’s-slipper. 

White snakeroot and rayless goldenrod produce an 
alcohol, trematol, that causes muscular weakness in 
cattle and in human beings drinking milk thus con- 
taminated. The list is long of plants that contain cardiac 
glucosides and toxic alkaloids such as veratrine, aconi- 
tine, hyoscyamine and solanine. 

Two mushrooms and two members of the parsley 
family are the more deadly members of the plant king- 
dom. Most mushrooms are edible. However, Wood 


132 


states that ali wild varieties should be considered dai 
gerous, since the differentiation between varieties is to. 
difficult for anyone but a trained mycologist. 

The deadly members of the parsley family are wat: « 
hemlock and poison hemlock. People have been ser:- 
ously and sometimes fatally poisoned by mistaking the 
seeds for anise, the leaves for parsley and the roots fo: 
parsnips and artichokes. (J. Pediat., 50:499, 1957.) 


Friedlander’s Pneumonia 


Acute Friedlander’s bacillus pneumonia, though ac- 
counting for only a small percentage of pneumonias, 
carries a sufficiently high mortality to make imperative 
its early recognition and the early institution of appro- 
priate therapy, according to Jervey and Hamburger. 
The authors report their results in 30 cases of acute 
Friedlander’s pneumonia seen between 1939 and 1956. 
The mortality in the 15 cases treated before 1948 was 
73 per cent, whereas that in the patients treated since 
1948 was 53 per cent. Of the 15 patients with bactere- 
mia, only two survived, and these were both in the 
modern treatment era. 

It is essential to distinguish Friedlander’s pneumonia 
from pneumococcal pneumonia as early as possible so 
that therapy other than penicillin may be instituted. 
Differentiation on clinical grounds alone may be im- 
possible. Diagnosis may be made earliest by finding 
the organism in a gram-stained smear of sputum. The 
authors believe that until a more effective agent is dis- 
covered for the treatment of this serious infection, the 
patient is offered the best opportunity for survival 
when treated thoroughly with the combination of anti- 
biotics. They commonly use a combination of a tetra- 
cycline drug (2 Gm. a day), streptomycin (2 Gm. a 
day) and a sulfonamide (4 to 6 Gm. a day). (Arch. 
Int. Med., 99:1, 1957.) 


Tetracycline Phosphate 


Cronk AND NAUMANN administered tetracycline phos- 
phate, 250 mg. four times a day, to 170 patients with 
a variety of infections. Although most of the patients 
had respiratory infections, other infections, such as 
gonorrhea and skin infections, were also treated. All 
patients with infections caused by tetracycline-sensitive 
organisms responded satisfactorily to tetracycline phos- 
phate. The in-vitro antibacterial spectrum of tetracy- 
cline phosphate was, for practical purposes, identical 
with the antibacterial spectrum of tetracycline hydro- 
chloride. Diarrhea was the only side reaction to tetra- 
cycline phosphate. It was observed in 0.5 per cent 
of the cases. (Antibiot. Med. ¢ Clin. Therapy, 4:166, 
1957.) 
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Fever of Unknown Origin 


(Southern Postgraduate Seminar, Saluda, N.C., July 
12.) WHEN A PATIENT has continuing fever and the 
cause is not apparent, the diagnostic search should not 
be limited to infections. Tumors, blood dyscrasias and 
“collagen” diseases are other important causes for 
fever of unexplained origin. When there is reason to 
consider rheumatic fever, strict criteria should be 
used, because that diagnosis carries a lifetime stigma. 
It is less of a sin to miss the diagnosis of rheumatic 
fever occasionally than to adopt the diagnosis without 
adequate substantiation——Dr. QUINLAN, 
Rochester, N.Y. 


The Will to Live 


(Ibid, July 12.) Aut PHysiciaNs are familiar with the 
type of patient who seems too “tough” to die. Al- 
though seriously ill and seemingly doomed, the pa- 
tient fights back with indomitable strength. The ex- 
planation for this spiritual strength is lacking, but one 
thing seems sure. Some part of it is drawn from the 
patient’s relationship with other people. Physicians 
should remember this. In treating sick people, the 
physician often has something special to offer—a re- 
lationship that may make a difference in his patients’ 
will to live—Dr. Wmu1aM Parson, Professor of Medi- 
cine, University of Virginia School of Medicine, Char- 
lottesville, Va. 


Fluctuations in Function 


(Ibid, July 12.) THE HUMAN Bopy has remarkable 
mechanisms—neurologic, chemical, hormonal—for 
regulating its functions. Nevertheless, it is a mistake 
to expect these mechanisms to maintain a constant 
state in any function. Close analysis invariably reveals 
that body functions naturally fluctuate even when 
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there is no apparent outside influence. This fact has 
obvious clinical importance. If for any reason the nor- 
mal regulatory mechanisms allow a wider fluctuation 
than normal in a body function, symptoms result. The 
greater amplitude of fluctuation need not signify that 
organic disease is present. It may be a natural pheno- 
menon for the patient in question.—Dr. Eucene A. . 
SreapD, Professor of Medicine, Duke University School of 
Medicine, Durham, N.C. 


Myxedema and HypoBMRism 


(Ibid, July 13.) Ir 1s Paravoxicat that physicians fre- 
quently prescribe thyroid medicine, yet the prime in- 
dication for such treatment—myxedema—often goes 
unrecognized and untreated for years. Failure to 
diagnose myxedema derives from the fact that pa- 
tients with that disease usually don’t complain of 
symptoms that suggest hypometabolism. In fact, 
many of them don’t complain at all, because their dis- 
ease has a dulling effect on the sensorium. At the 
other extreme are patients with many complaints and 
a “low” BMR. Most of these people do not have thyroid 
deficiency. Physicians should know that when they 
prescribe desiccated thyroid for a patient of this type, 
they are not treating thyroid disease; they are treating 
*“*hypoBMRism.”—Dr. LaurENcE Kyte, Associate Pro- 
fessor of Medicine, Georgetown University School of Medi- 
cine, Washington, D.C. 


Early Immunization 


(American Pediatric Society, Carmel, Calif., June 19.) 
INFANTS CAN BE effectively immunized against polio- 
myelitis beginning at 6 weeks of age. The Salk vaccine 
can be mixed in a single syringe with diphtheria, 
whooping cough and tetanus shots, without hazard or 
adverse reactions. Eighty infants received the first 
Salk inoculation at 6 weeks or younger, the second 
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at 10 weeks, the third at 9% months. Forty also re- 
ceived the usual well-baby inoculations concurrently 
but in different syringes, another 40 took the four 
vaccines in a single syringe. There were significant 
antibody responses in all cases.—Drs. RANDOLPH 
Baston, Curistre and BertHa Mazur, Nash- 
ville, Tenn. 


Gout Therapy 


(Ninth International Congress on Rheumatic Diseases, 
Toronto, June 25.) THE COMBINATION of colchicine and 
Benemid “provides the most effective treatment cur- 
rently available for gout.” Colchicine provides a speci- 
fic antirheumatic effect for rapid alleviation of pain 
and discomfort, while Benemid assists in elimination 
of uric acid. The combination was studied during a 
seven-year period in 100 patients with gout and gouty 
arthritis—Dr. Joun Tatsott, Buffalo, N.Y. 


Old Standby 


(Ibid, June 25.) IN LONG-TERM TREATMENT of rheuma- 
toid arthritis, aspirin is just as effective as cortisone, 
judging from a three-year controlled study of 100 pa- 
tients treated in nine British medical centers. No sig- 
nificant difference was noted in progress of patients 
against the disease when treated with either aspirin or 
the hormone. Good general medical care is essential 
regardless of the drug therapy employed.—Dr. Frank 
D. Hart and Dr. E. G. L. Bywaters, Westminster 
Hospital, London, Eng. 


Rapid Diagnostic Test 


(Ibid, June 27.) A stMPLE NEW TEST for rheumatoid 
arthritis can be performed in 20 minutes, even in a 
physician’s office. ‘‘Sensitized” bentonite, a form of 
colloidal clay, is added to a drop of the patient’s serum. 
The mixture is rotated for 20 minutes. Clumping or 
flocculation, easily visible under the microscope, is a 
positive reaction indicative of rheumatoid arthritis. 
The test was positive in 20 of 25 patients known to 
have typical or active arthritis, a score equal with that 
obtained from use of sheep blood cells. There were less 
than 2 per cent false positives among 163 controls.— 
Drs. JosepH J. Bunm, Bozicevicu and JuLes 
Freunp, Bethesda, Md. 


Antibiotic Abuse 


(International College of Surgeons, Eastern Regional 
Meeting, Dixville Notch, N.H., July 3.) THE ANTIBIOTIC 


“umbrella” is a poor substitute for good surgical 
principles and techniques. The drugs should be used 
when there is reason to anticipate infection, or when 
infection already exists. But antibiotics may produce 
allergic reactions or gastrointestinal complications 
when used as a pre- or postoperative prophylactic 
measure. —Dr. Epwarp L. Comprre, Northwestern Uni- 
versity Medical School, Chicago. 


New Dimensions 


(Ibid, July 3.) LONGEVITY AND CONQUESTs of time and 
space have transmuted human life into new dimen- 
sions, but brought complaints and ailments stemming 
largely from lack of exercise. “Nature did not intend 
the intricate cardiac mechanism to serve a sedentary 
body. Certainly the stimulus of natural exercise plays 
a wholesome part in regulating metabolic disorders; 
and certainly also the tensions of competitive society 
produces unwholesome reactions.” And “emotional 
responses designed for primitive existence are now 
being tortured by the complexities, confusions, thrills 
and frustrations of artificial unreality."—Dr. Cartes 
H. Braprorp, Boston. 


The Last 100 Years 


(University of Michigan’s 10th Anniversary Conference 
on Aging, Ann Arbor, June 25.) ‘* MepictnEwill break the 
age barrier in the not too distant future, and we may 
find ourselves living to be 150 years old. But with no 
function in life after 65, we'll be saying that the last 
100 years will be the hardest, not the first. The problem 
isn’t that old people are increasing in number, but 
that most of them have no personal philosophy for old 
age and our society has no role for them.” Needed is 
education which gives “personal and social meaning 
to individuals.” —R. J. BLAKELY, a vice-president of the 
Fund for Adult Education, University of Michigan, 
Ann Arbor. 


Strontium-90 


(California Creamery Operators Assn., Lake Tahoe, 
Calif., June 27.) Mik Is THE VEHICLE for about half of 
the strontium-90 which enters human systems from 
radioactive fallout. But if A-bomb and H-bomb tests 
were continued at the present rate for another 50 
years, the amount of strontium lodging in human 
bones would rise to no more than 20 per cent of what 
is regarded now as a safe dosage.—Dr. Tuomas L. 
Suipman, Los Alamos Scientific Laboratory, Los Alamos, 
Calif. 
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Special Features 


ANNUAL REPORT OF THE CHAIRMAN OF THE BOARD OF DIRECTORS 


1956-1957 


In THIS REPORT to the Congress of Delegates of the 
American Academy of General Practice, it is my pur- 
pose to speak briefly of the Board activities of the past 
year and to think with you about some goals for our 
future. 

If I lack the gift of flattery and even that of proper 
praise, please know that I am and always shall be grate- 
ful to you for letting me work with your Board and 
enjoy the good fortune to hold an office in our Acad- 
emy. I hope I accept its duties with the same grace as 
I try to accept its honors. 

During the past year, five meetings of the Board and 
three meetings of the Executive Committee have been 
held to carry out the dictates and desires of this Con- 
gress of Delegates, as best as we could interpret them. 
These meetings have been work days, and have tried 
the patience of all of us; but in honor to the other 
members, I wish to say that this Board is composed of 
men who are wholly devoted to their profession and 
whose wisdom, I hope, has been guided by a hand 
mightier than the hand of man, and in a way that is in 
harmony with the laws and plans of the Creator whom 
we serve. 

By some happy circumstance, it falls to my lot, as 
chairman of the Board of Directors of the Academy, to 
officially announce to the Congress of Delegates that 
the new headquarters building in Kansas City is now 
complete and occupied by the staff of our organization. 
The building is of modern steel-concrete-and glass 
design, beautifully appointed, a source of pride to all 
who have seen it, and to those who run the machinery 
of the Academy. Of its appearance you have been well 
informed, and its striking beauty is evident at first 
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sight. Dedicated on September 1, 1956, it is at once 
the hub and the fountain of the Academy. 

It is incumbent upon the chairman of the Board to 
call attention to the various reports of various commis- 
sions and committees of our organization. Please be 
assured that out of kindness to your ears, you are re- 
ferred to the separate reports which are already in your 
hands and in a finished form. To supplement these ex- 
cellent reports is undesirable and I will mention only 
one or two. 


Decision in Balance 


The Commission on Education is probably most sub- 
ject to the vicissitudes of changing fortune and indeed 
it has a difficult task to perform. I will not comment on 
their report, but I will say 
that their problems, once 
settled, rise again every 
year. This will continue 
until the Academy finally 
decides whether or not it is 
to become a specialty in 
general practice or remain 
a society chiefly devoted to 
the continued education 
and elevation of physicians 
in the general practice of 
medicine. 

When that decision is 
made, the decisions of the 
commission will be mani- 
festly easier. 


al 

d 

n 

18 

ic 

| 

id 

1g 

id 

ys 

ty 

we 

he 

ay 

10 

st 

ut 

ld 

is 

ng 

he 

m, 

0, 

of 

ts 

50 — 

an 

at 

05, 
133 


The appointment of a subcommittee of the Commis- 
sion on Education to study undergraduate medical 
education in the United States, sometimes called the 
Sinks McLarty Committee, is to be commended to your 
attention. This is one of the finest reports ever to come 
from the Commission on Education and Chairman 
McKinlay and his group are aware of its excellence. 

The Commission on Hospitals has an unusually full 
report and has cooperated with our crusading Presi- 
dent DeTar during the past two years on working for 
hospital privileges. Their report is worthy of consid- 
erable study. 

The Board reviewed and acted on more than 200 re- 
quests and suggestions from many sources. Some were 
denied ; some approved. The American Psychiatric As- 
sociation, for instance, asked that a liaison committee 
be formed with that and other similar organizations. 
The Board appointed a five-man committee under the 
chairmanship of Andrew Tomb, and this committee 
has initiated a program with the Psychiatric Associa- 
tion to help spread knowledge valuable to the two 
organizations. This very active committee have secured 
outside funds—not governmental—for their study and 
are to be commended highly. 


Consider Hiring Physician 


Another study reviewed by the directors was consid- 
eration of employment of a full-time physician at Acad- 
emy headquarters. His work was to be chiefly in the 
field of medical education and correlation of the many 
important facets common to educational and hospital 
problems. Final action on such a worker was deferred 
until funds could be found for this purpose and the 
proper man selected. 

The perennial problem of what to do about Abstracts 
was debated. All of us feel that, if possible, the book 
should be retained and we have hopes that a means is 
now afforded to make the venture at least pay its own 
expense. 

Many and various requests were considered. Those 
worthwhile are found in other reports and I will not 
duplicate them. 

The Board made a critical study of various phases of 
operation of the headquarters office. It questioned the 
efficiency of the new building and of the management 
as a whole. A few suggestions were made and a few 
changes were effected. A more complete report of our 
finances was requested and is now available on a 
monthly basis. 

It is definitely apparent that the new headquarters 
building arrangements contribute to its efficiency. It 
was found that the ratio of employees to members is 
more than satisfactory. The ratio is one to 366. These 
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figures compare favorably with comparable medical or. 
ganizations. Under the enthusiastic leadership of Mi. 
Cahal, the Board found a high degree of loyalty an: 
efficiency among those who really turn the wheels of 
the Academy. The Board feels that no changes shoul! 
be made in our organizational personnel as long as they 
function as satisfactorily as at present. 


Too Few Graduating 


In looking to the future of the Academy, permit me 
to point out a disturbing factor. Too few general prac- 
titioners are being graduated from our medical schools 
today. 

Originally medical schools trained physicians first 
and built up their research departments as they could. 
The two, of course, go hand in hand, but the glamour 
of research has given it an undue prestige over the 
training of physicians. 

It is time to seriously consider this situation. I real- 
ize that funds can more easily be found to promote re- 
search, but the hundreds of thousands of letters that 
have poured into the Academy headquarters asking 
where a family doctor can be found are not to be ig- 
nored. Many families in America want a family doctor. 
But the medical schools of today too often ignore this 
basic, fundamental need. Too many of them supply 
only research workers and specialists. These men are 
both necessary and desirable, but at the same time, 
good medicine is also due to those people who now 
inhabit our small cities and our villages. It becomes the 
duty of our medical educators to ponder deeply on this 
problem. 

It may be pointed out that until the average “homo 
sapiens” becomes an automaton, he will appreciate, 
yes, and even search out the friendly individual atten- 
tion of his personal physician, rather than the imper- 
sonal and calculating advice of one whose interest lies 
outside the patient. 

I will deny that these remarks are an attack on re- 
search workers or on specialists. I will contend with 
my last breath that it is an appeal to study the trends 
in medical teaching as they are today and the destina- 
tion to which American medicine is being led. I sug- 
gest that our Academy devise means to study the prime 
purposes and objectives of our medical schools. Per- 
haps the reports of the Commission on Education and 
its subcommittees will have comments and suggestions 
on this particular problem. 


Still Work for AAGP 


It is comforting to report that many men who have 
served as officers and directors in the past are still 
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working effectively for our organization. Dr. William 
Hildebrand made a valued contribution to our cause 
at a February, 1957, meeting in Chicago as a speaker at 
the Congress on Medical Education and Licensure. 
Dr. John Fowler has a permanent place on the National 
Committee on Rehabilitation and has contributed sig- 
nificantly to its importance. Vice President W. M. 
Sproul has been invited (by Surgeon General Burney) 
to be a member of the Cancer Control Committee of the 
National Cancer Institute, and Dr. Cyrus Anderson is 
president of the vigilant American Association of 
Physicians and Surgeons, a most active group working 
to prevent government interference in all aspects of 
our daily lives. Past President R. B. Robins is still in 
d.mand as one of our most popular speakers, and Dr. 
John S. DeTar, still on our Board, is deep in the battle 
to preserve the right of the general practitioner to use 
all his training and ability without restrictions. 

This report would not be complete without a word of 
appreciation to Mr. Cahal and his coworkers who have 
afforded us every convenience, even at considerable 
sacrifice of their own time and effort. Mr. Cahal’s ability 
to assemble and lead so competent and loyal a staff, 
compliments both his extensive knowledge and his or- 
ganizational skill. We owe them, every one, deep ap- 
preciation for a year’s work well done. 


Supplementary Report 


Tue 1956 Congress of Delegates referred three prob- 
lems specifically to the Board of Directors. These are 
reported to you as follows: 


1. A recommendation for five-year terms for com- 
mission members was studied and disapproved. 

2. The recommendation for employment of a full- 
time treasurer was referred to the Finance Committee, 
which disapproved. 

3. The request to continue an Academy representa- 
tive on the Internship Review Committee was ap- 
proved. 

I further invite your attention to two actions of im- 
portance that relate to finances of the American 
Academy of General Practice: 

1. By unanimous action of the Board, a resolution of 
commendation was voted to the treasurer and the Fi- 
nance Committee for establishing a more satisfactory 
and complete form for making the financial report. For 
your information, Dr. Charles Martin is chairman; the 
other members of the committee are Drs. A. E. Ritt, 
Howard Farmer and Arthur Haines. 

2. The Board, along with everybody else, discussed 
exhaustively the annual problem of what to do about 
Abstracts. The Board believes that Abstracts is a highly 
valuable part of our program and asks that every effort 
be made this year to make it pay its own expenses, or 
that we consider its abandonment. 

The Board has not been able to see every supple- 
mentary report that will come to the Congress. The 
supplementary report of the Committee on Rural Health 
is one. We wish to call to your attention the fact that 


’ the American Medical Association has a Rural Health 


Committee, and it is hoped that liaison with this com- 
mittee can be effected and the importance of the 
problem emphasized. 


ARTERIAL GRAFTING is opening exciting new possibilities at several large hospitals and has 
improved the prognosis for patients with peripheral vascular insufficiency, according to re- 
ports from Toronto General Hospital. Good or excellent results were obtained there in three- 
fourths of 65 cases in which grafts were done for pain. Grafts done for gangrene were also 
beneficial. In many cases, only a local amputation instead of a major one was necessary. 

Grafting is only a partial answer to atherosclerosis and cannot be performed on small 
arteries, says Dr. D. Emerick Szilagyi, Henry Ford Hospital, Detroit. His experience with 
180 cases of grafts between the waist and knee showed that 80 per cent were able to go home 
with an open graft but that every six months 5 per cent of them returned with further com- 
plaints. 

Artery grafting offers encouragement to patients who need improved circulation to the 
3 heart muscle. Most surgeons prefer homologous grafts to nylon or plastic, but Dr. Fiorindo 
A. Simeone, Western Reserve University, believes that a fabric graft will be developed to 
replace them. 


Successful 
Artery 
Grafting 
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THE HOXSEY STORY 


LOIS LAMME 


POSTERS HEADED, “Public Beware! A Warning Against 
the Hoxsey Cancer Treatment” have been distributed 
to each of the 46,000 United States post offices and 
substations. They are the first such advertisements ever 
issued against a worthless remedy. 

Food and Drug Administration officials say that their 
April, 1956, public warning against the Hoxsey treat- 
ment was very effective but that hundreds of new can- 
cer cases are being discovered every day. At the same 
time, the Hoxsey treatment is being vigorously pro- 
moted and many people have not heard of the previous 
FDA warning. 

The following paragraph is a sample from some of 
the literature that Naturopath Harry M. Hoxsey sends 
to prospective patients: ; 

‘Because of the fact that x-ray, radium, surgery, 
nitrogen mustard and isotopes, which are the methods 
of treatment for cancer recognized by the American 
Medical Association, are not used in the Hoxsey 
method, he has met with continued and vicious op- 
position by that organization.” 

Hoxsey has been called America’s No. 1 cancer 
quack. He has operated a “cancer clinic” in Dallas, 
Tex., since 1936. Previous to that, he was three times 
convicted in Illinois for illegal practice of medicine. In 
recent years, he opened another clinic in Portage, Pa. 

According to Hoxsey, his grandfather discovered a 
cancer cure by observing a horse in the pasture. The 
horse ostensibly cured itself of cancer by eating selected 
herbs and plants. 

Accordingly, Hoxsey’s “remedy” consists of one of 
the following ‘“‘cancer”’ medicines: black pills, red pills, 
a brownish-black liquid, or light red liquid. The black 
pills and the brownish-black liquid contain potassium 
iodide, licorice, red clover blossoms, burdock root, 
Stillingia root, berberis root, poke root, cascara 
sagrada, prickly ash bark and buckthorn powder. The 
red pills contain potassium iodide and a somewhat dif- 
ferent mixture of other ingredients. This brew prom- 


Hoxsey’s brew promises a painless cure for internal cancer “without 
the use of surgery, x-ray or radium.” The Food and Drug Administra- 
tion, on the other hand, in its April, 1956 warning to the public stated, 
“Cancer can be cured only through surgery or radiation. Death from 
cancer is inevitable when cancer patients fail to obtain proper medical 
treatment because of the lure of a painless cure without the use of 
surgery, x-ray or radium as claimed by Hoxsey.” 
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ises a painless cure for internal cancer “‘without the 
use of surgery, x-ray or radium.” 


Method Is Dangerous 


For these “medicines” and the superficial examina- 
tion that goes with them, Hoxsey collects approxi- 
mately $460 per patient. The Food and Drug Adminis- 
tration has investigated the Hoxsey treatment thor- 
oughly and has found it to be not only worthless, but 
dangerous. 

Hoxsey gives this explanation of his “method”: 
“Unlike surgery, x-ray and radium treatments, which 
are directed at the effects of cancer without dealing 
with the cause, the Hoxsey method attempts to reach 
the cause by systemic elimination of toxins and elimi- 
nating both the cause and the effect.” 


FDA Warns Public 


The Hoxsey clinics became cynosures in the public 
eye on April 4, 1956, when the FDA issued its first 
public warning in recent years. “The FDA has found 
not a single verified cure of internal cancer effected by 
the Hoxsey treatment,” said FDA Commissioner 
George P. Larrick. ‘Moreover, there is evidence that 
potassium iodide (one of the preparations used by 
Hoxsey) accelerates the growth of some cancers.” 

No statistics can represent the tragedy inflicted by 
this self-styled “‘curer””—the many lives that have been 
sacrificed because of delayed diagnosis and treatment 
and the many thousands of dollars that have been taken 
from ill and desperate people. At the trial of a case 
against the Hoxsey Cancer Clinic in Texas, which cul- 
minated in the issuance of an injunction in October, 
1953, testimony indicated that more than 6,000 pa- 
tients had come to his clinic during a two-year period. 

It is astonishing that Hoxsey has been able to pursue 
this course for so many years. He has been in court 
100 times in 30 years. But in spite of efforts by federal 
and state authorities and the American Medical Asso- 
ciation, Hoxsey still is doing business as usual. 


Need Stricter Laws 


Obviously more stringent laws are needed to regulate 
this type of quackery. Apparently the federal govern- 
ment can act only when there has been a transgression 
of the Food and Drug Act or a violation of the Inter- 
state Commerce law. The government has obtained an 
injunction in Texas against interstate use of the Hoxsey 
treatment and also is proceeding in federal court in 
Pittsburgh against the Hoxsey clinic in Portage, Pa. 

Hoxsey has vigorously resisted government attempts 
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to put him out of business over the past nine years; 
and it is anticipated that court actions against his 
treatment cannot be completed for some time. Since 
the Food and Drug Act does not regulate the practice 
of medicine, control of medical quackery is directed at 
the drugs or devices used in the treatment of disease. 
Court orders are being sought to enjoin further manu- 
facture of the pills, so that future existence of the 
Hoxsey Clinic is intimately tied up with legal disposal 
of the pills. Months and years may pass before a deci- 
sion is reached. 

On the state level, the Board of Medical Licensure is 
the only restrictive legal agency. It can prosecute on 
the grounds of practicing medicine without a proper 
license; however, quack clinics find a loophole in the 
law by obtaining a licensed physician (alleopath or 
osteopath) to act as director of the clinic. 


Public Told to ‘Beware’ 


Because of the fact that court action against the 
Hoxsey treatment will probably not be completed for 
some time, the Post Office Department and the FDA 
recently joined in their nationwide warning against the 
“worthless” Hoxsey cancer treatment. 

Legislation to outlaw cancer quackery in California 
is now pending in the state assembly. One bill would 
authorize the governor to appoint a ten-member board 
of physicians, surgeons and osteopaths with power to 
investigate and test any drug, medicine, compound or 
device used in the diagnosis and treatment of cancer. 
The board would be empowered to issue cease-and-de- 
sist orders against any practitioner whose drugs or 
devices were found to be useless to the patient. A 
companion bill would put teeth in the legislation by 
providing for criminal action if practitioners fail to 
heed injunctions of the board. This would start with 
revocation of state licenses to practice. 

According to the Bulletin of the Los Angeles County 
Medical Association, California leads the nation in its 
official and voluntary programs to curb cancer quacks. 
But even in California, existing laws are easy to cir- 
cumvent and penalties are light. The quacks continue 
to flourish. Over the years, many drugs and treatments 
have been exposed by competent scientific and medical 
boards, but all these drugs and treatments still are 
being dispensed in California today because under 


existing laws their purveyors cannot be touched. 


Commission Exposes Quacks 


The state medical society of California organized a 
California Cancer Commission a few years ago to deal 
with all phases of cancer, including cases of alleged 
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quackery or use of unorthodox or unproved treatment. 
A doctor, whether a member of a hospital staff or not, 
if he has a license to practice medicine in California, is 
given an opportunity to present his case to the com- 
mission tumor board. The medical director orders an 
examination of the case, including the patient and the 
tissue removed. Several quacks were exposed in this 
way a short time after the commission began to func- 
tion, and their exploits were given wide newspaper 
publicity. 

Such attempts to curb cancer quackery are urgently 
needed because the problem may be as great if not 
greater than at any time in the past. And because can- 
cer continues to baffle medical science, the field of cancer 
treatment has proved especially lucrative for the quack. 

Naturopath Harry M. Hoxsey tells prospective pa- 
tients that he has devoted his life to the fight against 
cancer. It is unfortunate that the health education of 
the general public will permit thousands of citizens to 
believe him. 

To use Hoxsey’s own words, “In spite of AMA op- 
position, the Hoxsey Clinic has continued to grow ever 
since its establishment, and at present occupies a 
modern 48-room building . . .” 


Senator Abets Hoxsey 


Hoxsey has been able to enlist some confederates in 
his undertakings. The Pennsylvania Clinic was set up 
by Pennsylvania State Senator John Haluska who 


According to Naturopath Hoxsey’s mailing pieces, his clinic, shown 
above, handles approximately 90 patients per day. “Approximately 
100 new patients per week come to the clinic seeking relief,” he says. 
Court testimony in 1953 revealed that more than 6,000 patients had 
come to his clinic during a two-year period—an indication of the many 
lives that have been sacrificed because of delayed diagnosis. 
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previously was ousted from a $600-a-month positio; 
as hospital administrator. The entire medical staff « ' 
his hospital had threatened to resign because of hi- 
espousal of the “‘Hoxsey tonic” and his denunciatio:, 
of treatment with surgery or radiation. 

One of the leaflets that Harry M. Hoxsey sends 
prospective cancer patients is entitled ‘Findings of the 
Doctors Who Investigated the Facilities, Procedu:: 
and Treatment at the Hoxsey Cancer Clinic April 10 
and 11, 1954.” The statement, quoted from below, 
shows the following doctors’ signatures: S. Edgar 
Bond, M.p., Webster, Ind,; Willard G. Palmer, m.p., 
Seattle, Wash.; Hans Kalm, m.p., Clearwater, S.C.; 
A. C. Timbs, m.p., Knoxville, Tenn.; Frederick H. 
Thurston, M.D., D.o., Boise, Idaho; E. E. Loffler, 
M.D., Spokane, Wash.; H. B. Mueller, m.p., Cleveland; 
R. C. Bowie, M.D., Fort Morgan, Colo.; Benjamin F. 
Bowers, M.D., Ebensburg, Pa.; and Roy O. Yeatts, 
M.D., Mount Hagenm, New Guinea. 

This committee stated that it had spent two days at 
the clinic inspecting the facilities, investigating the 
treatment, interrogating former patients and going 
over hundreds of records. ‘We, as a Committee, feel 
that the Hoxsey treatment is superior to such con- 
ventional methods of treatment as x-ray, radium and 
surgery. We are willing to assist this clinic in any way 
possible in bringing this treatment to the American 
public. We are willing to use it in our office, in our 
practice on our own patients when, at our discretion, 
it is deemed necessary.” 


Osteopaths Are in Charge 


The leaflet says that the medical staff consists of 
three duly licensed and qualified osteopathic physi- 
cians and surgeons, assisted by a sufficient number of 
nurses. The chief of staff is Dr. D. M. Randall, a 
graduate of the Kirksville Osteopathic College, Kirks- 
ville, Mo. The statement contained high praise for him 
and for Dr. Donald Watt, medical director in charge 
of the external department, a graduate of the Phila- 
delphia Osteopathic College, and for Dr. Alfred Staffa, 
chief diagnostician of the internal department, another 
graduate of the Kirksville College of Osteopathy. 

Contrariwise, at the Pittsburgh trial, there was testi- 
mony concerning persons who may have died of can- 
cer as a result of reliance on the Hoxsey treatment in- 
stead of seeking competent medical treatment in the 
early stages of their condition. The government’s 
evidence showed that alleged “‘cured cases” presented 
by defense attorneys were people who either did not 
have cancer, or who were adequately treated before 
they went to the Hoxsey clinic, or who died of cancer 
after they had been treated there. 
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Magazine Boosts Hoxsey 


Naturopath Hoxsey has another champion, however, 
in the sensational publication, Man’s Magazine. En- 
closed in the packet of material that Harry M. Hoxsey 
sends prospective patients is a reprint of an article 
published in the August, 1954, issue of that magazine. 
**| Conquered Cancer” by Allen Bernard relates “Show 
seven cancer victims were saved by Man’s Magazine’s 
story of the Hoxsey Clinic!” A subtitle reads, “Here 
is the authenticated story of the man denounced by the 
AMA as a ‘quack’ and hailed by thousands of cancer 
victims he has helped!” 

The two following paragraphs indicate that it is not 
uncommon for an aggressive, self-styled “healer” to 
develop a large and devoted following: 

‘Exactly one year ago (August, 1953), this publica- 
tion presented an article entitled ‘Man’s Magazine In- 
vestigates a Cure for Cancer.’ It was a factual, objec- 
tive account of the Hoxsey Cancer Clinic at Dallas, 
Tex., and its claims to cure cancer without the use of 
surgery, X-ray or radium. 


Report Amazing Response 


“No other article we have published aroused so much 
interest or inspired so much comment. To date, some 
15,000 letters and more than a thousand telephone 
calls have poured in from readers in all parts of the 
United States, Canada, Alaska, Hawaii, Mexico and 
other countries. We still get requests for copies of the 
issue that featured the story.” 

Man’s Magazine reported that they assigned reporter 
Allen Bernard to follow up some of the cases and find 
out how they were progressing. “We have selected 
seven cases for presentation in this issue. It is still too 
early to say that any one of them is absolutely cured, 
but they all show remarkable improvement. All of them 
are convinced that Man’s Magazine—and the Hoxsey 
treatment—-saved their lives.” 

As part of their efforts to refute such claims, the 
Food and Drug Administration sent one of their in- 
spectors to the Dallas clinic last October. The inspector, 
Mr. Euclid T. Gulledge. of Birmingham, Ala., testified 
that the clinic advised him he had a “type of cancer it 
takes a long time to cure.” Subsequently, a Dallas 
physician, Dr. Harry M. Spence, testified that he 
found Mr. Gulledge free of cancer after the Hoxsey 
clinic had “confirmed” it. 


Claims Don't Stand Test 


The medical profession’s reactions to the Hoxsey 
claims is typified by this statement by Dr. Charles S. 
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Public 


Beware! 


WARNING AGAINST THE HOXSEY CANCER TREATMENT 


Sufferers from cancer, thew fomibes, physicvons, 
and all concerned with the core of cancer patients 
ere hereby edvised ond warned that the Homey 
treatment for internal cancer has been found worth- 
less by two Federal courts. 


The Hoxsey treatment costs $400, plus $60 in 


nothing of valve in the core of concer. bt consists 
essentially of simple drugs which are worthless 
for treating concer. 

The Food and Drug Administranon conducted 
thorough invesmgation of the Horsey treatment and 
the cases which were cloimed to be cured. Not 
@ single verihed cure of internal concer by this 


ddinonal tees which will yreld treatment has been bound 


Those afflicted with cancer are warned not to be misled by the false 
promise that the Hoxsey cancer treatment will cure of alleviate their 
condition. Cancer can be cured only through surgery or radiation. 
Death from cancer is inevitable when cancer patients fail to obtain 
proper medical treatment because of the lure of a painless cure “with- 
out the use of surgery, x-ray, or radium” as claimed by Hoxsey. 


Anyone plonaing to try ths treatment should get the fects ebout 


DEPARTMENT OF HEALIM. EDUCATION, AMD WELFARE 
Feed ond 
13.0 


The Food and Drug Administration, in cooperation with the Post Office 
Department, recently posted these placards in post offices and other 
federal buildings. This is the first time in the FDA's 51-year history 
that it has used advertising placards to warn the public about a worth- 
less remedy. The reading matter in the poster is presented below. 


WARNING AGAINST THE HOXSEY CANCER TREATMENT 


SUPFERERS from cancer, their families, physicians, and all concerned 
with the care of cancer patients are hereby advised and warned that the 
Hoxsey treatment for internal cancer has been found worthless by two 
federal courts. 

The Hoxsey treatment costs $400, plus $60 in additional fees —expendi- 
tures which will yield nothing of valve in the care of cancer. It consists es- 
sentially of simple drugs which are worthless for treating cancer. 

The Food and Drug Administration conducted a thorough investigation of 
the Hoxsey treatment and the cases which were claimed to be cured. Not a 
single verified cure of internal cancer by this treatment has been found. 

These afflicted with cancer are warned not te be misled by the false 
promise that the Hoxsey cancer treatment will cure or alleviate their condi- 
tien. Cancer can be cured only through surgery or radiation. Death from 
cancer is inevitable when cancer patients fail to obtain proper medical 
treatment because of the lure of a painless cure “without the use of surgery, 
x-ray, or radium” as claimed by Hoxsey. 

Anyone planning to try this treatment should get the facts about it. 


Fer further information write to: 
U. S. DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
Foed and Drug Administration 
Washington 25, D.C. 
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Cameron, former medical and scientific director of the 
American Cancer Society: 


“There is a perfectly simple and effective way by 


which claims for new treatments of disease are ex- 
amined, and this ‘due process’ of science has served 
mankind well throughout history. It consists of sub- 
mitting evidence in an orderly fashion, according to 
accepted forms, to one’s medical or scientific col- 
leagues. Thousands of medical meetings are held in the 
United States every year, and 200 reputable journals 
are published regularly—all for one purpose—to pro- 
vide a forum for those with something worth saying to 
say it. These forums are of course available to Mr. 
Hoxsey—but the fact is that they have never published 
anything he has written because either he will not sub- 
mit his evidence or nothing he has claimed will stand 
the test of competent analysis. 

**Hoxsey has on more than one occasion submitted 
reports of ‘cured’ cases to the experts of the National 
Cancer Institute and each time their verdict has been 


the same—namely, there is no evidence thus produce«| 
which would justify a closer investigation. The truth i-. 
then, that Hoxsey’s claims have been examined by com- 
petent authority and have been found wanting.” 

Many official and quasi-official agencies are attempt- 
ing to curb cancer charlatanism. However, many of 
these agencies have small staffs. Legal contests require 
the most meticulous proof, even in the most notorious 
cases, and legal procedures seem interminably slow. 

Physicians have an obligation to protect the public 
from the cancer quack. In this connection, FDA Com- 
missioner George P. Larrick has asserted, “The major 
medical associations, both state and national, must in- 
evitably assume a more active role in dealing with erring 
members within their own profession.” 

Doctors should cooperate with the legal profession 
in drafting new, more effective laws and penalties to 
halt and prevent the formidable practices which lead to 
unnecessary death and mutilation, torment and finan- 
cial loss. 


WHAT OTHERS ARE SAYING... 


A Fable from Doctor Aesop 


ONCE UPON ATIME there was a rooster who, having been born 
in Boston, considered himself endowed with particular 
knowledge and wisdom. And he became insufferable in the 
barnyard, ruling his roost with an arrogant pinion and 
wielding his spurs generously on all who sought to express 
differences of opinion. 

Now it came to pass that this rooster was singled out for 
sacrifice to the festive board of the holiday season; and, 
after much flying about and scattering of dust and feathers, 
he was tossed across a chopping block and his head nearly 
severed by the blow of an axe. The rooster ran drunkenly 
into a forest where he soon lost his pursuers. Feeling how- 
ever that something was wrong with his head, the rooster 
sought out a Young Doctor. 

“Doctor,” said the rooster, “there is something wrong 
with my neck, and I want you to diagnose and treat it.” 

“Of course,” said the Young Doctor, “‘it is quite obvious 
that your head has nearly been chopped off. It needs to be 
sewed back on.” 

“Ridiculous!” scoffed the rooster. ‘That is impossible, 
and I do not believe you know what you are talking about.” 

“I advise you to have your neck fixed right away,” admon- 
ished the Young Doctor, “else you will bleed to death.” 

“Pooh,” replied the rooster. “You are too young to know 
the intricacies of my condition!” And the rooster staggered 
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off to seek another doctor who practiced in a larger city. 

**Doctor,” said he, respectfully, “I have a pain in my neck 
and wish to retain you to diagnose and treat me.” 

*Indeed,” exclaimed the City Doctor, “you have come to 
me just in time. Your head has nearly been cut off and it 
needs to be sutured back on immediately!” 

**Nonsense!” exclaimed the rooster, backing away, al- 
though appreciating the bigger words of the City Doctor. 
‘You are incompetent, and although you are capable of 
taking care of the common cold, you are not 'in any case 
capable of sewing my neck back on. This is a matter of life 
and death and requires the skill of a more famous surgeon!” 
And despite the warnings of the City Doctor, the rooster 
ran off in all directions to find a Famous Surgeon. 

Finally, the rooster arrived in Boston where he called 
upon a Famous Surgeon. 

*Doctor,” said he, bowing with respect, “I have a malady 
of the neck which is causing me great distress. I have come 
a long way to have you treat me.” 

*‘Ah,” quoth the Famous Surgeon, grabbing up a needle 
and suture, “Your neck is half off. I will sew it back on 
immediately.” And with great skill and precision, the 
Famous Surgeon soon had the rooster’s neck sewed tightly 
back on. 

But the rooster, having delayed so long in getting treat- 
ment, died as the last stitch was being placed. 

Permission for autopsy was refused by the rooster’s 
relatives. 

Moral: A young general practitioner should not hesitate 
to call in a veterinarian. —JoHn A. WoopworTH, M.D., 
Moosup, Connecticut State Medical Journal, April, 1957. 
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This article from a family doctor 

in Britain comes to GP at a time when British doctors 
have reached a boiling point of dissatisfaction 

with the National Health Service. 

Dr. Oldham’s stery illustrates the handicaps 

under which British physicians 

have been laboring during nearly nine years 

of socialized medicine. 


A Country Doctor and the National Health Service 


WILLIAM OLDHAM, M.B. 


“I’M FED UP WITH IT ALL!” a fellow doctor told me the 
other day. I agreed with him heartily. 

Why is this the mood of so many general practition- 
ers in Britain today, more than eight years after the 
inception of the National Health Service? Representa- 
tives of the medical profession are now engaged in 
bitter arguments with the Ministry of Health over pay 
claims. British doctors are asking for a 25 per cent in- 
crease in their present remuneration and are threaten- 
ing a mass withdrawal from the service if they don’t get 
a raise. However, this dissatisfaction is only part of a 
deep-seated disease syndrome. 

My own case illustrates the problem. I became a 
physician in 1944, held resident hospital posts for three 
years, and served for two years in the Royal Army 
Medical Corps. The National Health Service came into 
being in July, 1948. Like many other doctors not al- 
ready in general practice, I welcomed it — with a few 
reservations. It would, I thought, make entry into gen- 
eral practice easier. I would not have to buy a share in 
another physician’s practice. 

When I left the Army in 1949, I became an assistant 
in an established small town practice. Eighteen months 
later I became a partner. This cost me nothing. My 
partner, however, is entitled to compensation for his 
sale of the good will, but this will not be paid until he 
retires or dies. I was lucky because even then young 
doctors were having difficulty in obtaining suitable 
openings. 

I welcomed the NHS for other reasons. I thought it 
would remove the financial barrier between the doctor 
and his patient. I would not have to worry whether or 
not the patient could afford the treatments I prescribed. 
I also thought that it would bring me greater financial 
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This is part of the outpatient department of St. James’ Hos- 
pital, Balham, London, which was opened by former Minister 
of Health lain Macloed, M.P. 


security. Now, I have changed my mind. I hope to make 
the reasons for this change apparent by describing the 


conditions under which I work. 


Mileage Allowance Unchanged 


My partner and I have about 3,500 patients on our 
lists. We are paid at a basic rate of 17 shillings ($2.38) 
per annum. There is also a mileage allowance payable 
for patients who live more than two miles away. This 
is estimated in units, increasing in geometric progres- 
sion according to mileage. It is intended to compensate 
the country doctor for the disadvantages he suffers in 
not being able to attract a large list of patients and for 
his loss of time spent traveling over scattered areas. As 
our patients are spread out over a wide rural area, this 
mileage allowance is a substantial part of our income. 
The allowance has remained unchanged since the NHS 
scheme started. But in the same interval, the cost of 
gasoline has more than tripled. Consequently, repeated 


" visits to a patient living some distance away involve a 


financial loss. We have to pay for all our practice ex- 
penses, receptionist, office upkeep, caretakers, tele- 
phones, drugs and dressings for emergencies, etc. 
Patients obtain their medicines from the chemist’s 
shop, presenting a prescription from the doctor. Each 
item on the prescription costs one shilling (14 cents), 
whatever the quantity. 

We also obtain a small income from appointments as 
medical officers to an institution for the mentally de- 
fective, some eight miles away from the small town 
where we practice. 

Although my share in the practice income has in- 
creased, I find myself no better off than before, because 


141 


— 


of rising living costs and heavy taxation. This applies 
to all doctors in Britain and is, of course, the immedi- 
ate reason for the pay claims. When the NHS was 
launched, the government promised that the doctors’ 
income would keep pace with the cost of living. Now 


the government says that it is under no legal obligation. 


This causes bitterness. 


Frozen in Locations 


I have three small children, and educational facilities 
in this small town are not particularly good. However, 
it would not be possible to move to another area. I am, 
in effect, a prisoner. Every week a few single practices 
are advertised in the British Medical Journal, all of them 
vacant through death or resignation. There are many 
applicants for each vacancy — sometimes as many as 
200, and the selection committees naturally and prop- 
erly give preference to those doctors not yet established. 
Consequently, an older practitioner who has a large 
industrial practice and wishes to move to a smaller, 
quieter one, cannot do so. Similarly, a young man with 
a tiny practice cannot move. This effect of the NHS is 
one which was not anticipated by any of the planners, 
nor by the British Medical Association. 

Nor is there a chance of establishing a private prac- 
tice. The last of our private patients became a NHS 
patient a few weeks ago. “Why should I pay,” she 
said, “when I can get the same treatment for nothing? 
I have to pay the NHS contributions anyway.” She 
was right — we don’t have two standards of treatment. 


Patients’ Attitude Deteriorates 


There has been a gradual change in the attitude of 
many patients. They have gradually come to accept the 
doctor’s services as an inalienable right. They now take 
it for granted that they can call on the doctor at any 
hour, day or night, for any complaint, however trivial. 
And the doctor practicing under the NHS is not only 


under a moral obligation to answer the call; he is also - 


under a legal obligation. 

At 4:30 a.m. on New Year’s Day after two post-mid-. 
night visits, I received a call to a farm seven miles away. 
The caller said a child was very ill. Driving through a 
thick fog, I arrived to find a child of five suffering from 
a common cold, and being nursed alternately by her 
mother and her grandmother. I asked what they had 
thought was the matter with the child. ‘Oh, we thought 
it was an ordinary cold, but we thought we might as 
well be sure, since it doesn’t cost anything to call the 
doctor now!”’ Looking through the practice records, I 
find that this particular family now calls the doctor 
five times as often as it did before the days of the NHS. 
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The words “might as well” are the bane of my life. 
The other day, I bumped my car over a rough track io 
see a child with tonsillitis. After I had repacked my cas, 
the mother said, “While you’re here, doctor, you mig!it 
as well have a look at Connie’s finger. And I’ve got an 
ingrowing toe nail that gives me a bit of trouble now 
and again, and grandpa wants a new truss for his rup- 
ture. Oh, and when you’re going back, would you call 
on Mrs. Morgan? She’s got eczema on her hand again, 
and she thought that as long as you were coming here, 
you might as well call on her, too.” It is impossible to 
remain on schedule under circumstances like these. 


Malingerers Multiply 


Of course, not all patients are like these. Many 
come to see the doctor. Some travel miles. Every morn- 
ing the waiting room in our surgery block is crowded 
with people. If only they were all ill! Of some 40 or 50 
people seen during the course of a morning, there may 
be one or two suffering from some serious organic dis- 
ease. Of the remainder, there will be some half dozen 
with injuries of various sorts, ranging from a Colles’ 
fracture to a scratch so small that it can hardly be seen 
without a magnifying glass. There will be a dozen pa- 
tients with coughs and colds and the rheumatic com- 


A British mother and her son visit the Royal Victorian Infirmary at 
Newcastle-upon-Tyne. 
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plaints so common in this part of the world. There will 
be at least ten persons suffering from psychiatric dis- 
orders, usually of a minor degree. The remainder will 
be people who require certificates — certificates for 
extra milk, certificates to have an eye test, certificates 
to draw money from a NHI office. “I haven’t quite got 
over my cold yet, doctor. I think I’ll have another week 
off work. Can I have a certificate?” 

I would like to spend more time on my cases, especi- 
ally the psychiatric ones. However, this is impossible. 
More than half of the hours I spend in my consulting 
room are wasted on very minor ailments and filling 
out forms. And, of course, I always have to watch for 
the trivial complaint that marks the onset of serious 
disease. 

I would not like to give a false impression of my pa- 
tients. The majority of them are my friends. They 
trust me. A great many of them go to considerable pains 
to save me trouble and work. Some consult me later 
than they should. “I know you’re so busy, doctor,” 
they say, “I didn’t want to bother you.” 

But there are others who have no such qualms and 
who take up an unnecessary amount of my time. Of 
this class, there are many who are not hypochondriacs, 
but who feel they are expending a considerable sum 
each week on the compulsory NHI contributions and 
desire “to get their money’s worth.” The only way 
they can do this is by consulting their doctor as fre- 
quently as possible. They do not realize that only a 
minute fraction of their weekly contributions goes to 
the doctor and that the NHS is heavily subsidized by 
taxation. 


Regulating Bodies Change 


There is another undesirable facet of the NHS not 
directly concerned with the patients. Before the intro- 
duction of state medicine, the conduct and ethical 
standards of physicians were regulated only by the 
General Medical Council. This body is composed of 
members (1) selected by registered medical practition- 
ers, (2) chosen by the various medical licensing bodies, 
and (3) nominated by the Crown with the advice of the 
Privy Council. It has the power to strike off the Medical 
Register any doctor found guilty of felony or misde- 
meanor, or professionally infamous conduct. 

The General Medical Council and its rulings have 
been regarded with respect by all members of the med- 
ical profession in Britain, and this continues un- 
changed. 

But all doctors engaged in general practice in the 
NHS (almost every general practitioner in the country) 
are now also subject to tribunals appointed under the 
NHS Act. Of the three members of a tribunal, only one 
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is a medical man; the chairman must be a practicing 
lawyer; and the third member is appointed by the Min- 
ister of Health. This tribunal has the power to remove 
a doctor’s name from the list of those entitled to prac- 
tice in the NHS. If this is done, the doctor concerned 
is then unable to engage in general practice or to ob- 
tain a hospital appointment. This removal can be for 
an offense which would not necessarily be regarded by 
the General Medical Council as infamous conduct or 
a crime. 

In addition, each NHS Executive Council (there is 
one for each county and county borough) sets up a 
body called a medical service committee. This consists 
of a chairman, three medical members and three lay- 
men appointed by the executive council. The commit- 
tees have powers (1) to impose a limit on the maximum 
number of persons on a doctor’s list which is below 
the normal maximum (the 4,000 maximum is obtained 
only in crowded industrial areas) ; (2) to deduct from 
the practitioner’s remuneration any costs arising out 
of a breach of his terms of service; (3) to withhold 
a certain amount from his remuneration by way of a 
fine; (4) to make representations to the tribunal 
that the continued inclusion of a practitioner on the 
NHS list would be prejudicial to the efficiency of the 
service. 

All this means that the British medical profession 
can be dominated by bodies which are not primarily 
medical in character and which may be affected by po- 
litical influences. It also means that a doctor can be 
fined or deprived of his livelihood for acts not punish- 
able by common law and not regarded as offenses by 
the General Medical Council. 


‘Star Chambers’ Rule 


I have no personal experience of the power of these 
bodies, nor do I know any doctor who has. Neverthe- 
less, it is not a breach of his terms of service. A doctor 
in a Kent country practice was fined £500, with £269 
costs, for getting in a muddle in the clerical side of his 
dispensing. There is no allegation that any patient re- 
ceived any incorrect treatment or suffered in any way. 
This doctor has no appeal, except to the Minister of 
Health whose subordinates have inflicted the penalty. 

Any patient can lodge a complaint with the Medical 
Service Committee against his doctor, and the doctor 
has to answerit, even if the complaint is trivial, un- 
founded or made by a person of dubious mental 
stability. 

These features of the NHS seem to me to be the 
worst. Star Chamber courts should have no place in 
the profession of medicine. Nor should means exist 
which make it possible for doctors to come under the 
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domination of local politicians. As far as I know, this 
has not happened — but the means exist. 

And now, a word of warning, though I expect that 
it will be unnecessary to most American doctors. State 
medical schemes have a great and increasing appeal to 
politicians of all parties; they have such huge vote- 
catching potentialities. Some doctors may think that 
these schemes hold great benefits for their patients, 
especially in view of the increasing cost of many treat- 
ments. But a state health service inevitably means 
increasing state political control. This results in a dis- 


satisfied medical profession, which in its turn afi--cts 
the doctor-patient relationship. Eight years of ex.cri- 
ence in Britain have shown beyond a doubt that the 
practice of medicine and control of medicine by 
politicians are incompatible. 

I love my work. Perhaps it is an inherited love. for 
there has been a physician in each generation of my 
family for the last 150 years. Nevertheless, I have been 
brought to the point where I am seriously considering 
either changing my profession or leaving Britain to 
practice in another country. 


A Memorial to the Dead and the Living 


EasTLaND, TEX., CITIZENS built their new medical center 
without a cent of government aid, built it after their regular 
day’s work. For nine months they worked exhausting 
hours. When they had finished, they had a modern medical 
facility which cost just about a third the usual expenditure 
for a 22-bed structure. 

Social, racial and religious differences were forgotten as 
the community joined in common endeavor. Ten to 20 men 
met at the grounds each evening and worked for about 
three hours. Workers included nearly all the Eastland citi- 
zens who were able to work and many people from the sur- 
rounding rural area. 

Plumbers and electricians contributed their skill. Law- 
yers, ministers and merchants helped dig the basement. 
Thirty-five men put on 4,000 square feet of roof decking in 
a chilling, 20-mile-an-hour wind. As the building went up, 
women served the workmen huge quantities of coffee and 
doughnuts. They also spent thousands of hours planning 


Citizens of Eastland, Tex., did not depend on government help when 
they built their new hospital. The center was built with the labor of 
their own hands at about a third the usual cost. Coffee and dough- 
nuts, served by the women of the community, was the only pay. 
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the decor and working with draperies, pictures, linens and 
beds. 

There were other kinds of contributions. One man gave a 
carload of cement, another most of the sand and gravel. The 
material buyer solicited and received many large donations 
of material from out-of-town jobbers and industrialists who 
admired the Eastland citizens. A shortage of 12,000 feet of 
steel threatened a work stoppage, but not for long. The 
needed steel was unloaded the next morning, along with 
900 feet of scarce reinforcing steel. 

A woman who takes in washings kicked off the fund drive 
with a contribution of $10. More than 2,000 persons assem- 
bled when she cut the ribbons to open the hospital. Some 
had donated cash but many had contributed their labor 
and community spirit. This spirit reached its climax when 
the town’s fire whistle signaled Eastland Memorial’s first 
patient, a new 8% pound Eastlander who had brought his 
mother along. 

This county seat of 4,000 (about midway between Fort 
Worth and Abilene) and the thickly populated rural area 
surrounding it had done without a hospital for more than 
five years. Doctors had to hospitalize their patients in 
neighboring towns from ten to 20 miles away. The town’s 
Better Homes and Garden Club initiated a project to build 
a memorial hospital early in 1951. When the undertaking 
seemed doomed to fail, it was rescued by the young 
businessmen in the community. A stimulated citizenry 
agreed to get all the funds possible, to be spent for material 
and some of the skilled labor. 

The citizens raised $50,000 by solicitation and voluntary 
donations. When the hospital opened, there were no debts 
outstanding and about $4,000 in the treasury. It is man- 
aged by the Eastland Commission’s hospital board. It is 
paying its way, expanding its facilities and beautifying its 
grounds. It has been approved by the American Medical 
Association and by the state and national hospital associa- 
tions. 

The hospital is a memorial to the men from Eastland 
County who gave their lives for their country, but it is also 
a monument to each person who participated in this exem- 
plary spirit of community living. 
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New, Shorter AMA Code of Ethics 


LOIS LAMME 


Tue AMA House or Detecates adopted a streamlined 
ethical code at its recent New York meeting. Almost 
90 per cent of the words have been slashed from the 
former code which had served as a guide to doctors for 
about 100 years. 

Now the busy practitioner will practice under a 
broad framework in which interpretations can be made. 
The revised Principles of Medical Ethics consist of a 
brief preamble and ten brief sections which express the 
fundamental ideas in the former Principles. Every 
basic principle was preserved, but in a less wordy and 
ambiguous form, so that the code can serve as a ready 
reference to the busy physician. 

Moves to revise the ethical codes were being made 
more than a year ago. The AMA House of Delegates, 
meeting in Chicago last June, approved a reference 
committee report on the revision. The matter was con- 
sidered again at the November meeting in Seattle. 

The original report, which introduced the proposed 
revision, stated: “It is important to understand that 
medical ethics are not distinct or separate from ethics 
generally, but simply emphasize those general princi- 
ples which are of particular concern to the medical 
profession. The ethical physician will observe all 
ethical principles because he realizes that they cannot 
be enforced by penal reprisals, but must be binding in 
conscience.” 


Oldest Professional Code 


The medical code, originally written by Hippocrates 
(460-377 B.C.), is probably the oldest professional code 
in the world. Medical codes developed in the last 
century can be considered as pioneering examples in 
professional self-control. 

During the colonization period of the United States, 
there was an overlapping of religious and medical 
ethics, because at that time many religious leaders were 
also physicians. 

However, the population began increasing so rapidly 
in the nineteenth century that there was a great de- 
mand for physicians. This brought many quacks into 
the field, and a resulting decreased interest in medical 
ethics, 

Dr. Samuel Brown of Transylvania University at 
Lexington, Ky., was prominent among the leaders who 
Sought to improve the situation by organizing secret 
fraternities of physicians. 
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REVISED PRINCIPLES OF MEDICAL ETHICS 


Preamble 


These principles are intended to aid physicians individually and col- 
lectively in maintaining a high level of ethical conduct. They are net 
laws but standards by which a physician may determine the propriety 
of his conduct in his relationship with patients, with colleagues, with 
members of allied professions, and with the public. 

Section 1. The principal objective of the medical profession is to 
render service to humanity with full respect for the dignity of man. 
Physicians should merit the confidence of patients entrusted te their 
care, rendering to each a full measure of service and devotion. 


Section 2. Physicians should strive continually to improve medical 


knowledge and skill, and should make available to their patients and 


colleagues the benefits of their professional attainments. 

Section 3. A physician should practice a method of healing founded 
on a scientific basis; and he should not voluntarily associate profes- 
sionally with anyone who violates this principle. 

Section 4. The medical profession should safeguard the public and 
itself against physicians deficient in moral character or professional 
competence. Physicians should observe all laws, uphold the dignity 
and honor of the profession and accept its self-imposed disciplines. 
They should expose, without hesitation, illegal or unethical conduct of 
fellow members of the profession. 

Section 5. A physician may choose whom he will serve. In an emer- 
gency, however, he should render service to the best of his ability. 
Having undertaken the care of a patient, he may not neglect him; and 
unless he has been discharged he may discontinue his services only 
after giving adequate notice. He should not solicit patients. 

Section 6. A physician should not dispose of his services under terms 
or conditions which tend to interfere with or impair the free and com- 
plete exercise of his medical judgment and skil! or tend to cause a de- 
terioration of the quality of medical care. 

Section 7. In the practice of medicine a physician should limit the 
source of his professionc! income to medical services actually ren- 
dered by him, or under his supervision, to his patients. His fee should 


_ be commensurate with the services rendered and the patient's ability 


to pay. He should neither pay nor receive a commission for referral of 
patients. Drugs, remedies, or appliances may be dispensed or supplied 
by the physician provided it is in the best interest of the patient. 

Section 8. A physician should seek consultation upon request; in 
doubtful or difficult cases; or whenever it appears that the quality of 
medical service may be enhanced thereby. 

Section 9. A physician may not reveal the confidences entrusted to 
him in the course of medical attendance, or the deficiencies he may 
observe in the character of patients, unless he is required to do so by 
law or unless it becomes necessary in order to protect the welfare of 
the individual or of the community. 


Section 10. The honored ideals of the medical profession imply that 
the responsibilities of the physician extend not only to the individual, 
but also to society where these responsibilities deserve his interest 
and participation in activities which have the purpose of impreving 
both the health and the well-being of the individual and the com- 
munity. 
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Official AMA Code in 1847 


Out of these early beginnings, the first official code 
of the American Medical Association was drafted in 
1847. A century later, this 1847 code seems to have 
put great emphasis on etiquette. It was largely based 
on the code of the Englishman, Percival, published in 
England in 1803, which was derived from intuition and 
experience and not a consistent ethical principle. 
Prior to that time, the profession generally had at- 
tempted to handle its ethical problems on the basis of 
the Greek tradition of good taste and personal honor. 

The introduction of the first AMA code put great 
emphasis on the relationship between duties and rights 
of the physician. This introduction was omitted in the 
1867 edition of the code. 

The early codes gave a great deal of attention to the 
attitude of the patient toward the doctor. As developed 
up to 1882, the code was concerned not only with doc- 
tors but also with the public. Medical ethics, then, was 
conceived of as a balance between duties and rights, 
as a mutual relationship of give and take. This dualistic 
concern, however, was later dropped. 

A simplified code was adopted by the AMA in 1883. 
Just a year later in New York State, however, there de- 
veloped a split between the liberals and the conserva- 
tives. The liberals adopted a code more technically 
than ethically oriented, deprived of almost all moral 
postulates. 


Only Concerned with Duties 


By 1903, the liberals and conservatives had reac! :ed 
an agreement with adoption of a revised edition calied 
**The Principles of Ethics of the AMA.” All discussion 
of the obligations of the public toward doctors |iad 
disappeared by this time, and now all medical eti,ics 
seemed to be concerned only with the duties of doctors. 
This change may have manifested more public respect 
for the physician, so that it was no longer necessary to 
delineate the public’s obligations toward doctors. 

In general, to review the 100-year-old development 
of medical ethics is to be impressed by the permanency 
of medical norms. This contrasts with ethical norms 
in many other fields. The medical principle of spon- 
taneous help and service has stood the test of time. For 
the last 100 years, with the exception of the short- 
lived ‘Ethical Symposium” in the late nineteenth 
century, physicians have defined their role altruisti- 
cally. The basic norm has been that service and profit 
to the patient are of primary concern and that profit to 
the physician is a secondary consideration. 

This altruistic ethic was also clearly expressed in 
the “International Code of Medical Ethics” adopted in 
1949 by the Third General Assembly of the World 
Medical Association in London. 

The principles of the code have served well. Now, 
in more cogent form, they are expected to be even 
more usable and definitive. 


Fluoridation 


Tue American Public Health Association at its 84th Annual Meeting in Atlantic City last 


November reaffirmed its declared support for the fluoridation of public water supplies. This 


in the News 


is a reflection of the fact that the scientific evidence of the effectiveness and the safety of 


water fluoridation continues to accumulate without any contradiction. According to the U.S. 
Public Health Service, as of December 1, 1956, there were 1,437 American communities 
receiving fluoridated water, serving a total population of more than 30,500,000. This is in 
addition to a considerable number of supplies which are naturally fluoridated. 

The announcement in late November that the House of Delegates of the American Medical 
Association had authorized its Councils on Pharmacy and Chemistry and on Foods and 
Nutrition to re-examine all presently available information concerning the fluoridation of public 
water supplies has been interpreted in some quarters as qualifying the endorsement of fluorida- 
tion by the American Medical Association which goes back at least to 1951. The correct 
interpretation of this action apparently should be that there is in prospect through this report 
to be presented late in 1957 further evidence to reassure the public regarding water fluorida- 
tion. The fact remains that all the important professional societies in the public health field 
have endorsed this method and such agencies as the National Research Council of the Na- 
tional Academy of Sciences and the American Association for the Advancement of Science 
are on record in support of fluoridation. 

The American Public Health Association welcomes this review as a means of reassuring 
the public. It is a proper function of every professional group continually to re-examine the 
evidence, just as the American Public Health Association and the U. S. Public Health Service 


have been doing. 
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The Physician-Writer’s Book. By Richard M. Hewitt, M.D. Pp. 415. 
Price, $9.00. W. B. Saunders Co., Philadelphia, 1957. 


Dr. Ricuarp M. HewrrT is a well-known man. Anyone who 
has spent time at the Mayo Clinic during the past couple of 
decades has come under the influence of Dr. Hewitt’s 
efforts to make medical writing better. At long last, in spite 
of his busy schedule of writing, editing and lecturing, he 
has found time to put his thoughts into book form—The 
Physician- Writer's Book. 

Any physician who expects to write more than two medi- 
cal articles during his lifetime should be required to study 
Dr. Hewitt’s book. It is a refresher course in composition 
as well as a guide to the discovery of methods that few 
physicians will otherwise learn. 

When this book is entered by a reader who has already 
done some medical writing, he is likely to become self- 
conscious. Nearly every page—certainly every chapter— 
will recall to him the errors in his previous efforts at ex- 
position. 

As befits the dignity and distinction of its author’s posi- 
tion, The Physician-Writer’s Book has received superb treat- 
ment by W. B. Saunders Company. Entirely apart from its 
content, the book is.a model for writers, editors and pub- 
lishers. —Hucu H. Hussey, m.p. 


The Gist of Obstetrics. By H. B. Atlee, M.D. Pp. 316. Price, $6.00. 
Charles C Thomas, Springfield, Ill., 1957. 


THIs BOOK is appropriately titled. Dr. Atlee gives the funda- 
mentals of obstetrics in an animated and informal style, liber- 
ally sprinkled with humor that leaves the reader chuckling. 
This is a textbook that the busy practitioner can read with 
enjoyment. 

For example, in discussing the hemorrhages of preg- 
nancy, Dr. Atlee writes: “Bipolar, or Braxton Hicks ver- 
sion, where the fingers are thrust through or around the 
placenta, the head pushed out of the pelvis, the breech 
pushed down from above so that a leg can be grasped and 
pulled down to bring the breech tightly against the pla- 
centa, you would only do if you were caught in an Eskimo 
— with the nearest hospital 100 miles away by dog- 

ied.” 
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Practitioner's Bookshelf 


And again, in winding up a concise discussion of asphyxia 
neonatorum he concludes: ‘‘Handle three things gingerly, 
son—live wires, frightened virgins, and asphyxiated babies.” 

Each phase of the field of obstetrics is presented in a 
brief, clear, concise manner. The typical chapter on face 
and brow presentations is given in seven pages, under the 
headings of cause, mechanism of labor, diagnosis, and con- 
duct of labor. Scattered throughout these seven pages are 
clear illustrations that graphically picture the problems in- 
volved. 

Dr. Atlee comments, ‘‘Most of the faces I have seen—and 
while they are more common than Communists in the 
Vatican, you don’t see them so often—have come down 
nicely, the chin has rotated anteriorly, and they have been 
born under their owa steam.” Each other phase of obstet- 
rics is presented in similar compact fashion. 

The book has been illustrated entirely in simple line 
drawings, because it is felt that these present a clearer and 
more immediate picture than the more naturalistic illustra- 
tions where the shadings or degrees of shading detract 
from the idea being presented. 

Although this book was written essentially for medical 
students, it should have a strong appeal for the busy 
generalist seeking a quick answer to his current obstetric 
problem. The Gist of Obstetrics would make an excellent up- 
to-date addition to the library of all those interested in this 

field. —Robert A. PRICE, M.D. 


Radicular Syndromes: With Emphasis on Chest Pains Simulating 
Coronary Disease. By David Davis, M.D. Pp. 266. Price, $6.50. 
Year Book Publishers, Inc., Chicago, 1957. 


Tue TITLE of this monograph explains its content and pur- 
pose. The author has assembled a vast amount of informa- 
tion that will help the practicing physician in explanation 
of symptoms that otherwise might be baffling. 

The first section of Radicular Syndromes considers gen- 
eral aspects of cervicothoracic root syndromes, including 
diagnostic signs and roentgenologic features. The second 
section deals with chest symptoms and gives a prominent 
place to the problem of cases simulating coronary artery 
disease. Section three contains discussions of vertigo, oc- 
cipital headache and neck and shoulder. girdle symptoms. 
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The original 
TETRACYCLINE PHOSPHATE 
COMPLEX 


NEGLIGIBLE SODIUM CONTENT IN TETREX 


The Council on Foods and Nutrition of the American: Medical Association 
has pointed out? that sodium-restricted diets (800 mg. of sodium or less 
per day) are being employed “more and more” in treating certain disease 
states, such as congestive heart failure, cirrhosis of the liver, renal diseases, 
toxemias of pregnancy, and hypertension. 


As the Council observes, “the physician’s ingenuity is taxed” to provide an ade- 
quate and varied diet when sodium restriction is indicated. How much more 
is it taxed if medication of high sodium content is thrust into the picture! 


TETREX Capsules are free of potential hazard in the treatment of patients 
who may be on restricted sodium intake. Having but one atom of sodium 
in its chemical formula, TETREX contains but an infinitesimal amount of 
sodium, estimated at 1% or less, which may actually be so bound that it 
cannot be released in the body at all. Even if released, a patient taking 4 
capsules per day would ingest only 16 mg. of sodium daily from TETREX. 


1. Bernhardt, H. J., Katz, S., Oxley, L. O., Prigot, A., Putnam, L. E., Rein, 

C. R., Tittle, C. R., Wachtel, L. M., and Weller, C.: Personal communications. 

2. Council on Foods and Nutrition, American Medical Assn.: J.A.M.A. 

= is 163:739, 1957. 3. Cronk, G. A., and Naumann, D. E.: Ant. Med. & Clin. Ther. 

: Sy 4:166, 1957. 4. Kaplan, M. A., Dickison, H. L., Hubel, K. A., and Buckwalter, 
F. H.: Ant. Med. & Clin. Ther. 4:99, 1957. 
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The final section considers medical treatment, including 
exercises. 

In Radicular Syndromes almost every physician is sure to 
find information that he can apply immediately to his prac- 
tice. If a prospective buyer is in doubt about the value of 
the book for his purposes, it is suggested that he turn to 
chapter five—Diagnostic Signs.” That chapter alone may 
help him make up his mind. —Hucu H. Hussey, m.p. 


Emergencies in Medical Practice. By C. Allan Birch, M.D. Pp. 684. 
Price, $8.00. The Williams ¢> Wilkins Co., Baltimore, 1956. 


For years we have eagerly awaited a book entitled, What 
to Do After the Doctor Comes. Unfortunately, this volume 
does not seem to fill our need. 

Painstakingly worked out and comprehensive in scope, 
Dr. Birch’s work seems to cover the largest part of a com- 
plex problem. But we are afraid it has less value for an 
American than for a British physician. 

Let us not be accused of being provincial or insular. We 
do not argue with “oestrogen” or “haemoglobin,” and 
find references to “surgical spirit” and “lamellae” quaint 
reminders of medical school days. We would not even take 
issue with the use of British proprietary names if every one 
of them were included in the glossary of British-United 
States equivalents, but some, as early as page 2, are missed. 
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But we find useless and irrelevant the inclusion in ‘The 
Emergency Bag” list of ‘Two urgency orders and two 
copies of form A.1 (Mental Treatment Act, 1930) (see 
page 227). (Shaw & Sons, 7 Fetter Lane, E.C.4. Tel.: 
CENtral 8171).” And we cannot see why any United 
States physician should be burdened with the ownership 
of some 33 pages of addresses and telephone numbers of 
sources of vaccines, sera and blood, public and special 
laboratories, experts in various specific diseases, in addition 
to emergency bed service in London, the provinces, Austra- 
lia, South Africa, etc. 

There is one reference to Wyeth, Inc. as sole United 
States supplier of antivenin for snakebite, but the address 
and phone number have now been changed. 

Scientifically, the individual chapters are excellent, ade- 
quately illustrated, and cover most significant emergencies 
(except such severe traumas as automobile accidents), on 
land, on sea and in the air. Fractures are almost completely 
omitted. The hazards of medical and surgical therapies 
are also considerably discussed, although cardiac massage 
is only mentioned, not described. 

This edition has been translated into German and 
Spanish. It would mean more in the United States if it 
were translated into American. 

—J. Herpert NaGLER, M.D. 
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whenever there is 
cystitis or urethritis 
from any cause... 
other measures 
may be needed 

but Pyridiunt 
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fast relief of pain, 
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Chemosurgery in Cancer, Gangrene and Infections. By Frederic /-. 
Mohs, M.D. Pp. 305. Price, $13.50. Charles © Thom, 
Springfield, Ill., 1956. 

Tuis BooK of 305 pages, 7 x 10 inches, printed on excelle::t 

paper, is profusely illustrated with before and after phiv- 

tographs. 

Chemosurgery is a word coined to indicate that tissues 
are chemically treated then surgically excised, denoting 
also the very important feature of microscopic control. 

A lifetime of research and carefully planned procedures 
preceded authorship of this text. Chapter I goes into the 
experimental background, giving the origin of the idea, 
definition of chemosurgery, chemicals used in fixation, 
histology of tissues, etc. 

Following this introductory chapter, the text is divided 
into five parts. Part I goes into malignant tumors of the 
skin and other accessible structures. Part II discusses 
benign tumors and precancerous lesions. Part III discusses 
gangrenous conditions. Part IV deals with infections, in- 
cluding palliative treatment of infected inoperable cancers. 

In each of these four divisions, there are detailed de- 
scriptions of techniques, materials used, and numerous 
photographs to show lesions before and after treatment. 
These detailed reports explain and show how hundreds 
of different lesions are treated. 

Part V discusses chemotherapy as a specialty. Because 
chemosurgery embraces a broad field and because its em- 
ployment requires a considerable body of know-how and 
special skill, the author advises that it should be prac- 
ticed as a specialty. With this latter suggestion, I wholly 
agree. These procedures would, in many cases, be dan- 
gerous indeed if used by an inexperienced doctor and 
could result in much more hindrance than help to recovery 
of the patient. 

Much training, persistence in follow-up, manual dex- 
terity, and good surgical judgment are highly desirable 
qualities for the doctor, especially for one interested in 
cancer treatment, who would enter this specialty. 

This book is an interesting text for all physicians to read. 

—U. R. Bryner, M.D. 


Handbook on Poliomyelitis. By Joseph Trueta, M.D., A. B. Kinnier 
Wilson, M.A. and Margaret Agerholm, M.A. Pp. 139. Price, 
$3.75. Charles C Thomas, Springfield, Ill., 1957. 


Tuts VOLUME should be of particular interest to all doctors, 
particularly at this season when the incidence of polio- 
myelitis is usually approaching its peak. 

The interesting historical review, and discussion of anti- 
bodies and the action of virus in the body, make it easy to 
understand why certain individuals exhibit symptoms of 
the disease and others do not. 

I believe that the most important section of this book is 
on clinical description and diagnosis, although the por- 
tions dealing with specific treatment are of some interest. 
Most important to the general practitioner in the treat- 
ment of poliomyelitis, is the management of the acute 
stage and of the respiratory complications. The chapters 
featuring rehabilitation are very important and seem to be 
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especially pertinent at this time when there is an effort to 
enlist doctors in general practice to the rehabilitation team. 
This volume can be easily read in one evening. It should 
be of interest to all doctors who have questions about 
poliomyelitis. —Matcom E. Pups, M.D. 


The Recurrent Laryngeal Nerves in Thyroid Surgery. By William H. 
Rustad, M.D. Pp. 47. Price, $4.50. Charles C Thomas, Spring- 
field, Ill., 1956. 


THis SHORT monograph covers the anatomy of the extra- 
laryngeal portion of the recurrent laryngeal nerves in a 
tediously complete manner. There are interesting and in- 
formative sections on the historical background of the 
study of the recurrent laryngeal nerve and the specific 
functional anatomy of the laryngeal muscles. The author 
gives an embryologic explanation of the many variations of 
this nerve and its peculiar course. The clinical impor- 
tance of the anatomic variations of this nerve and its 
extreme vulnerability is of course the focal point of this 
monograph. The author is quick to point out, however, that 
wide dissection of the nerve as carried out in this study is 
possible only in the cadaver. 

The bulk of the monograph is composed of excellent 
drawings of the various anatomic relations found at the 
time of dissection. Although these are the necessary basis 
for this study, they present far too great a mass of detailed 
anatomy to permit practical assimilation. 

This publisher states that this monograph is for opera- 
ting surgeons of wide or limited experience in thyroid sur- 
gery. It would seem, however, that surgeons of limited ex- 
perience would merely be confused and encouraged to avoid 
the thyroid area. But surgeons of wide experience should 
be stimulated to carefully appraise their technique in 
thyroidectomies. 

This book is of no practical value to the general practi- 
tioner. —R. B. Rosins, M.D. 


Clinical Urology, vols. 1 ¢7 2, 3rd. ed. By Oswald Swinney Lowsley, 
M.D. and Thomas Joseph Kirwin, M.D. Pp. 464 (vol. 1) and 
985 (vol. 2). Price, $32.50. The Williams ¢ Wilkins Co., 
Baltimore, 1956. 


Tue First edition of “Clinical Urology” appeared in 1940, 
and a second volume in 1944. This third edition is almost 
entirely a new book—two volumes, profusely illustrated 
in black and white and color by William P. Didusch, famous 
urologic artist, printed on excellent paper, pages 8% x 11 
inches, and arranged in three columns for easier following. 

Chapters I to V take up general diagnostic procedures of 
urology, history-taking and physical examination, urinaly- 
sis, renal function tests, instrumental examination and 
roentgenography. 

Chapter VI discusses anesthesia in urology. Chapters 


VII to XXXIV take up the organs of the urogenital tract - 


in the anatomic sequence from without inward, each con- 
sidered as to their embryology, anatomy, anomalies, 
physiology, injuries and diseases. Pathologic conditions 
are considered as to etiology, pathology, symptoms, diag- 
nosis, prognosis and treatment, both surgical and non- 
surgical, 
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in any urinary tract disorder 
Pyridiunt is the specific for 
fast relief of pain, urgency, 
frequency and burning 
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Pyridium brings relief within 20-25 min- 
utes. Pyridium is compatible with and 
complementary to all specific therapies, 
whether medical or surgical. With 
Pyridium you have greater flexibility in 
the use of any potency or dosage schedule 
required for successful treatment. 


Dosage: 2 tablets before each meal. 
Supplied: Bottles of 12, 50, 500 and 1,000. 
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A chapter (XXXV) on chemotherapy and antibiotics in 
the treatment of urogenital infections is the concluding 
section of the book. 

The surgical aspects of urology are given particular 
attention. These techniques are superbly illustrated by the 
artist in step-by-step fashion, largely eliminating lengthy 
descriptions of operations. 

This third edition, of two volumes, is a fitting monument 
to Dr. Lowsley’s lifetime of work in this field. Coauthor of 
all three editions, he died shortly after reading galley 
proofs on this edition. 

These volumes well serve as a complete textbook for 
students, interns and residents and are an excellent refer- 
ence for urologists and all who do general surgery. 

R. Bryner, M.p. 


Diseases of the Endocrine Glands. 2nd ed. By Louis J. Soffer, M.D. 
Pp. 1,032. Price, $16.50. Lea ¢ Febiger, Philadelphia, 1956. 


THIS COMPLETELY REVISED second edition is well illustrated 
and covers thoroughly the endocrine diseases one meets in 
his daily practice. The author has a great background of 
clinical experience. He is clinical professor of medicine at 
the State University of New York College of Medicine in 
New York City and head of endocrinology at Mt. Sinai 
Hospital, New York. 

All clinical and laboratory methods for the diagnosis of 
endocrine diseases are detailed and complete, and the sug- 
gested treatment methods show evidence of extqgsive clini- 
cal experience. There is an amazing number of references to 
relative scientific articles, 4,201 in all. I am sure that the 
publisher joins with me in questioning the necessity for this 
profusion of references, when our medical libraries are so 
adequately equipped for such purposes. 

Several clerical errors have crept.in ; for example, on page 
130 the Alton giant would measure more than 11 feet in 
height judging from the given annual gains from age 12. 
Also, Figure 22-A on page 355 is upside down. 

Because this fine book so thoroughly covers the field of 
endocrinology, it is a very usable reference book in the 
physician’s daily practice. It could be equally valuable to 
pathologists and medical students. 

—Epwarp H. HaAsuINGER, M.D. 


Clues in the Diagnosis and Treatment of Heart Disease. 2nd ed. By 
Paul D. White, M.D. Pp. 190. Price, $5.50. Charles C Thomas, 
Spring field, Ill., 1956. 

Tuis 1s a book of great practical value for both the student 

and physician. The “clues” stressed by Dr. White include 

the various aspects of the total evaluation of the patient 

(e.g., history, physical examination, electrocardiogram, x- 

ray and fluoroscopy, and therapeutic clues). The history is 

given first importance in the “total”? evaluation of the 
patient. 

It is refreshing, particularly in our present era of de- 
velopment of newer specialized laboratory diagnostic tech- 
niques, to read this book emphasizing these important clues 
in basic fundamentals of diagnosis and treatment of heart 
disease. —W. Procror Harvey, M.D. 


152 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 
350 MADISON AVENUE, NEW YORK 17 


Strict avoidance of cow’s 
milk by potentially aller- 
gic infants may prevent 


“allergic cripples” 


The prenatal predictability 
of infant milk allergy is suggested by 
Ratner! who states—“There is a greater 
susceptibility to allergy in children born 
of highly allergic families’—and by 
Collins-Williams? who has observed that 
allergy “tends to affect subsequent 
children.” 


A\ child with “at least one 
allergic parent or sibling” has been de- 
fined by Glaser’ as “potentially allergic.” 
His clinical experience indicates that, 
for such children, prophylactic artificial 
feeding of a hypoallergenic alternative 
to cow’s milk, from the moment of birth 
through approximately nine months, 
prevents milk allergy during infancy, 
reduces incidence of major allergy in 
later childhood, and usually permits tol- 
erance of cow’s milk after immunologic 
maturity is attained. 


In summary: 
1. Prenatally...look for familial aller- 
gic history. 
2. Avoid cow’s milk entirely in artificial 
feeding of potentially allergic infants. 
3. Choose MULL-SOY,® for effective 
prophylaxis and sound nutrition. 


@) Bordens 


1. Ratner, B.: New York J. Med. 56:1501, 1956. 
2. Collins-Williams, C.: Ann. Allergy 13:415, 
1955. 3. Glaser, J.: J.A.M.A. 153:620, 1953. 
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From the earliest months of pregnancy, through 
birth and lactation, Calcisalin offers nutritional 
support so important for both mother and child. 


A complete prenatal supplement. Calcisalin is 
designed for routine use throughout pregnancy 
and assures important vitamin and mineral bene- 
fits. The daily dose provides 


* vitamins and iron 
* calcium in usable form 
phosphate-eliminating 
aluminum hydroxide 
Provides usable calcium. Recent evidence indi- 
cates that phosphate-containing supplements 


the 9 months that matter... 


can actually cause calcium blood levels to fall.!-> 
But Calcisalin supplies calcium in the usable 
form of the lactate salt. To absorb excess dietary 
phosphorus, Calcisalin also provides reactive 
aluminum hydroxide gel. Thus the risk of inad- 
vertently raising the phosphorus level to the 
point where it interferes with calcium absorp- 
tion is avoided. 


Dosage: Two tablets three times daily after 
meals. Available: Bottle of 100 tablets and 8-oz. 
reusable nursing bottles containing 300 tablets. 
References: 1. Obst. & Gynec. 1:94 (Jan.) 1953. 2. Illinois M. 
J. 105:305 (June) 1954. 3. Bull. Margaret Hague Maternity 
6:106 (Dec.) 1953. 4. M 


tosp. 6: issouri Med. 51:727 (Sept.) 
1954. 5. J. Michigan M. Soc. 53:862 (Aug.) 1954. 
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100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


Director Strives 
for Liaison 
with American Legion 


Dr. Norman R. Boouer, Indianapolis, Ind., who 
emerged from World War II a full colonel and who 
has helped greatly in trying to adjust Veterans Ad- 
ministration policies and laws on medical and dental 
care, is one of the new members of the Academy’s 
Board of Directors. 

His election during the Ninth Annual Scientific 
Assembly in St. Louis was a fitting honor for a found- 
er of the AAGP. Dr. Booher was one of the relatively 
few family physicians who walked against the tide in 
1946 on Atlantic City’s Board Walk to attend the found- 
ers’ meeting. From that session he returned to In- 
diana and immediately joined a group which formed the 
Indiana chapter of the AAGP. 

The first secretary-treasurer of the Indiana chapter, 
Dr. Booher continued in that position for eight years. 
During the latter term of office he was chosen president- 
elect and was installed as president in April, 1956. 

Nationally, Dr. Booher has been a delegate to the 
Congress of Delegates for nine years—beginning with 
the First Annual Scientific Assembly. He served as 
vice speaker of the congress for two years and during 
most of the Assemblies has served as chairman or 
as a member of one of the reference committees. 

Actively engaging in AAGP activities, Dr. Booher 
originated the idea of a State Officers’ Conference 
at the Cincinnati Assembly in 1949 and was secretary 
of this conference for two years. 

Later he served a four-year term on the Commission 
on Legislation and Public Policy and last year was 
a member of the Committee on Insurance. 

In addition to his present duties as a director, 
Dr. Booher is also vice chairman of the Academy’s Com- 
mission on Membership and Credentials. 

With his membership in the AMA, Indiana State 
Medical Association and Indianapolis Medical Society, 
Dr. Booher has been given many committee posts. For 
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AN ACADEMY OFFICER’S PROFILE 


four years he was a member of the Indianapolis Medic. 
Council and served as chairman one year. For thie 
past three years he has been a member of Indiana Staic 
Medical’s Committee on Public Relations. 

Civicly, Dr. Booher qualifies as a leading citizen. 
For many years he was a member of the Marion County 
Welfare Board; was appointed to the State Board of 
Public Health in 1953 and in 1955 was elected president 
of the board. He was a member of the council of 
Methodist Hospital for six years. 

But chief among his outside interests is the Amer- 
ican Legion. For seven years he has been adjutant 
of the Paul Coble Post, made up of 350 physicians and 
dentists. He is a past commander of the post and a 
past commander of the 11th District. For many years 
he served as chairman of the Rehabilitation Commission 
of the Indiana Department of the Legion and for seven 
years has been vice chairman of its Rehabilitation 
Commission. 

Dr. Booher has been the prime mover in the liaison 
efforts between the AMA, American Hospital Associa- 
tion, American Dental Association and the American 
Legion to adjust the Veterans Administration policies 
and Congressional laws on veterans’ medical and den- 
tal care. He wrote the original resolution which in 
1952 created the first state and national Liaison Com- 
mittee on this subject. 

He has kept the state medical, dental and hospital 
associations meeting continuously with the Legion 
in Indiana and recently was the chairman of the Eleven- 
State Veterans Forum. 

Dr. Booher was born September 4, 1908 to John 
Ellis and Flo Booher in Darlington, Ind. He was grad- 
uated from Purdue University in 1930 and received his 
M.D. in 1934 from Indiana University School of Medi- 
cine. He took his internship at Indiana General 
Hospital. 

He then entered military service as regimental 
surgeon for the 11th Infantry. After 16 months of ac- 
tive duty he returned to Indianapolis and entered 
general practice. 

In 1934, Dr. Booher and Dr. Olga Bonke (also a 
practicing physician) were married. They have four 
children: Alice, 16; Phillip, 9 and twins, John and 
Robert, 7. 

In 1940, Dr. Booher was recalled to active duty 
with the Army Medical Corps. He remained on active 
duty for more than five years and was in Luxembourg 
during the Battle of the Bulge. He holds several 
decorations. 

Dr. Booher is on the staffs of Methodist, St. Vin- 
cent’s, Community and Indianapolis hospitals. 

He is a member of many Masonic groups—including 
Scottish Rite and the Shrine. 
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News 


Programs Set for Symposium, State Officers’ and Editors’ Meetings 


September 21—22 Reserved for Three 
Nationwide Meetings in Kansas City 


Seven of the nation’s leading authorities in the anti- 
biotics field have accepted an invitation to participate 
in the Academy’s Symposium on Infectious Diseases 
on Saturday, September 21, in Kansas City, Mo. 

The AAGP’s Commission on Education has also 
announced that members attending the symposium 
will receive five hours of Category I postgraduate study 
credit. The program is being sponsored by the Acad- 
emy and Kansas University medical center. 

The participants will be Fred Fink, Ph.D., director 
of hospital research with Pfizer Laboratories; Lt. Col. 
Philip G. Keil, USAF, San Antonio; Dr. Sigmund 
S$. Winton, Northwestern University Medical School; 
Dr. Laurence Greene, Mayo Clinic, Rochester; Dr. 
Harrison Flippin, University of Pennsylvania; Dr. 
Ethan Allan Brown, College of Physicians and Sur- 
geons, Boston and Dr. Sol Katz, Georgetown Univer- 
sity, Washington, D. C. 

The program for the symposium, which is being 
made possible through a grant from Chas. Pfizer & 
Co., Inc., is as follows: 


9:30 a.M. Evaluation of Susceptibility Testing in 
Antibiotic Therapy—Dnr. Fink 

10:00 a.m. Respiratory Tract Infections: Complica- 
tions and Present Therapy—Lr. Cot. Ken 

10:30 a.m. Recess 

10:45 a.m. Biologic Basis for Rational Antibiotic 
Therapy—Dr. WINTON 

11:15 a.m. Urinary Tract Infections—Dr. GREENE 

11:45 a.m. Lunch 
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1:00 p.m. Fever of Undetermined Origin—Dnr. 
FLIPPIN 
1:30 p.m. Reactions to Antibiotics and Their Man- 
agement—Dr. BROWN 
2:00 p.m. Recess 
2:15 p.M. PaneL: Present Status of Antibacterial 
Therapy—Dnr. Katz (moderator) 
5:00 p.m. Tour—AAGP Headquarters 
Battenfeld Auditorium on the campus of University 
of Kansas Medical Center, Kansas City, Kan., about a 
ten-minute drive from the headquarters building, will 
be the site of the symposium. 


Sol Katz, M.D. Ethan Allan Brown, M.D. 


Drs. Katz and Brown are two of the seven nationally known author- 


ities on antibiotics who will participate in the Academy’s symposium 
on September 21. nae 
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by mouth...by vein... 
| palliation achieved in prostatic carcinoma 


STILPHOSTROL 


Diethylstilbestrol Diphosphate, AMEs Tablets - Ampuls 


“,..easy and safe to give very large doses...”' 


@ Better tolerated than unphosphorylated stilbestrol 

@ Permits higher doses for more effective palliation 

© Benefits patients “...even after other estrogens have failed”? 

@ Relieves pain, reduces urinary symptoms and increases well-being 

@ Tablets permit initial or maintenance treatment of ambulatory as well as 
hospitalized patients 


1. Flocks, R. H.: J.A.M.A. 163:709 (Mar. 2) 1957. 
2. Flocks, R. H.; Marberger, H.; Begley, B. J., 
and Prendergast, L. J.: J. Urol. 74:549, 1955. 


For complete information, write to: 
a Medical Department 


() AMES 


COMPANY, INC + ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 


37287 
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State Chapter Editors’ Meeting 


A meeting for state chapter 
editors will be running si- 
multaneously with the sym- 
posium on September 21. 
The day-long editors’ ses- 
sion will be held at the 
headquarters building. 
The entire morning ses- 
sion, which will get under 
way at 10 a.M., will be de- 
voted to an informal work- 
shop on state chapter pub- 


h Moe, M.D. 
og Moe is chairman of the ‘ications. Each editor will 
State Chapter Editors’ group have an opportunity to dis- 
who will be meeting at cuss his publication with 
Headquarters. 


an evaluator. Dr. Ralph 
Moe, Griswold, Iowa, chair- 
man of the state editors group, has arranged to have 
David A. Haberman, a member of the journalism 
faculty at Creighton University, Omaha, Neb., handle 
this portion of the program. 

President Malcom Phelps will give the welcome at 
the opening of the afternoon session. This will be 
followed by a summary of evaluations of chapter pub- 
lications by Chairman Moe. 

Beginning at 2 p.M., five 20-minute talks will be 
given on the following: format, content, color, dis- 
tribution and money. The remainder of the after- 
noon, until 4:30 p.m., will be devoted to a discussion 
period under the supervision of Dr. Earl McCallister, 
Columbus, Ohio; Dr. Carroll L. Witten, Louisville, 
Ky. and Dr. Moe. 


State Officers’ Conference 


The State Officers’ Confer- 
ence will be held the follow- 
ing day, Sunday, September 
22, at the headquarters 
building. The program has 
been prepared by an Acad- 
emy committee comprised 
of Dr. Earl C. Van Horn, 
Dr. Ralph Cross, Johnson 
City, Tenn. and Dr. Ber- 
nard Harpole, Portland, 
Ore. 

Convening at 10 a.M., the 
program will begin with an 
invocation since state offi- 


Earl C. Van Horn, M.D. 

Dr. Van Horn, as chairman 

of the State Officers’ Confer- 

ence, will be the presiding . 

officer. cers will be unable to attend 
church services. The wel- 
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come will be given by President Phelps. The remainder 
of the morning will be devoted to three panel discus- 
sions. The first of the panels will be on membership 
with participants to be Dr. D. Wilson McKinlay, chair- 
man of the Commission on Membership and Creden- 
tials and a representative each from Texas and Ken- 
tucky. These states had the best membership records 
last year. Dr. Daryl Harvey will represent Kentucky. 

The second panel will be on general practice resi- 
dency programs. Panelists will be Dr. Marjorie Conrad 
representing the Mead Johnson Committee; Dr. Clarke 
Wescoe, dean of the University of Kansas School of 
Medicine and Dr. William Shaw, Fayette, Mo. 

Postgraduate education will be the topic for the 
third panel. Dr. Carleton R. Smith, chairman of the 
Commission on Education; Dr. Bert Trelstad, Salem, 
Ore., and Dr. Albert Weyman, Cincinnati, will be 
panelists. 

After luncheon, which will be served at Headquar- 
ters, Dr. Ralph Moe, chairman of the state editors’ 
group, will give a 15-minute talk on state chapter 
publications. Following this, the Academy’s insurance 
programs will be covered by Dr. Norman Coulter, 
Orlando, Fla., chairman of the Committee on In- 
surance. Each of these talks will be followed by a 15- 
minute question and answer period. 

Executive Secretary Mac F. Cahal’ will speak on 
“What Headquarters Can Do For You and You For 
Them.” Thirty minutes will be allowed for questions. 

Beginning at 3 p.M., three part-time executive secre- 
taries will each speak five minutes on how they operate, 
their duties and how their offices are financed. There 
will be a 15-minute question and answer period. 

Following these speeches, Dr. Charles Cooper, St. 
Paul, Minn., chairman of the Commission on Hos- 
pitals, will discuss current hospital problems and 
answer questions on this subject. 

The meeting will be adjourned at 4:30 p.m. fol- 
lowing a speech, ‘The Specialist—Friend or Foe,” by 
Dr. John S. DeTar, past president of the Academy. 


A past president of the Ameri- 
can Academy of General 
Practice and presently a 
member of the AMA Ad Hoc 
Committee on Postgraduate 
Medical Education, Dr. Hil- 
debrand is the new speaker 
of the State Medical Society 
of Wisconsin. He previously 
served as vice speaker. 


William B. Hildebrand, M.D. 
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everything 
changes.. 


—EVEN METABOLISM TEST APPARATUS! 


The constant processes of engineering science and manu- 
facturing skills have brought about changes in this field, 

. , too! Thanks to these changes, BMR tests are now 
practical as well as accurate because they’re simpler 
gis and easier to administer. The new, automatic, 
gelf-calculating” BasalMeteR does away with 
\ all slide rules, conversion tables and other 
result-finding paraphernalia so long asso- 
i a= =) ciated with BMR tests. This new unit does 

its own precise calculating and computing; 
gives you a direct-reading of the result 
immediately on completion of the test. If you 
haven’t seen literature on this drastically “dif- 
ferent” BMR unit, mail the coupon (below) today! 


|| THE L-F BASALMETER 
e ¢ 


BASAL METABOLISM APPARATUS 


$ THE LIEBEL-FLARSHEIM CO., GP 
: Cincinnati 15, Ohio 


Gentlemen: Please send me, without oolig - 
Off f tion, the 6-page brochure ““BMR and YOU,” 
describing the L-F BasalMeteR. 
NAME. 
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Trends and Events in the Nation’s Capital 
From GP's Special Washington Correspondent 


More Qualify for SBA 


MEDICAL Groups, and even solo practitioners, may now 
qualify for assistance from Small Business Administra- 
tion. 

In a policy reversal wholly unmarked by publicity, 
the federal lending agency notified its field offices in 
June that doctors and other professionals engaged in 
private practice are in business and therefore eligible 
for financial aid to expand office facilities, purchase new 
equipment or other purposes. 

When SBA last fall made proprietary hospitals and 
nursing homes eligible for loans, it was the intention 
to include medical practice groups. This plan was 
dropped, however, as the result of opposition registered 
by American Medical Association. 

Participation in the program by hospitals, nursing 
homes and medical laboratories has not been as great 
as SBA had been led to anticipate. Late in June the 
House passed a bill lowering SBA’s maximum interest 
rate from 6 per cent to 5 per cent. If the Senate con- 
curs and the bill becomes law, which is likely, the 
agency expects to receive more applications from these 
institutions in the health field and from medical 
practitioners as well. 

Between its inception in October, 1956, and June 7 
of this year, the health agency lending program had re- 
sulted in only 30 approved loans totaling $2,622,950. 
Twelve went to hospitals, 14 to nursing homes and four 
to miscellaneous businesses. 


Another Meeting on Oriental Flu 


Optimal use of the country’s medical manpower in 
event of an influenza epidemic was the subject of a 
special meeting held on June 25 at the call of U.S. 
Public Health Service. It was one of a series of con- 
ferences brought about by the Far Eastern outbreak. 

“Discussions centered primarily around the question 
of medical manpower demands in the event that an 
epidemic should occur,” said Dr. Leroy E. Burney, 
Surgeon General. “Officers of the American Medical 
Association and the Public Health Service are going to 
work immediately to draw up a plan. As soon as it is 
completed, the details, of course, will be made public.” 

AMA was represented by two trustees, Drs. Hugh 
Hussey of Washington, and James Appel of Philadel- 
phia; Dr. Harold Lueth of Chicago, chairman of the 
Committee on Civil Defense, and Dr. Ernest Howard, 
Assistant Secretary-Manager. 
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The conferees discussed such problems as: 
In event of a serious epidemic, what should be done 
to assure the most efficient utilization of doctors’ 
services ? 

Would it be practicable to set up a system of priori- 
ties for influenza vaccination, assuming the supply was 
not sufficient to meet demand? 

In remote areas where medical services are not 
readily available, how may the population best be pro- 
tected ? 

*T am sure that the joint efforts of the medical and 
public health professions will constitute a major step 
toward preparing to deal more effectively with any 
epidemic that may develop,” Dr. Burney stated. 


Non-Service-Connected Directive 


Veterans Administration has yielded, though not un- 
conditionally, to criticism of its policy of granting 
hospitalization benefits to workmen’s compensation 
eligibles. 

A directive was dispatched recently to all 173 VA 
hospitals instructing their administrators to discharge 
or arrange for transfer of non-service-connected cases 
who were found to be covered by workmen’s compensa- 
tion. Heretofore VA has been reluctant to invoke this 
authority. 

However, pressures by medical groups in Oklahoma, 
Texas and other states have risen to the point where 
government officials decided that placative action was 
indicated. So hospital managers now are directed to 
act, but with the definite understanding that (1) no 
separation or transfer shall be made until the patient’s 
condition permits, and (2) it is first clearly established 
that such further hospitalization or medical care that 
the patient may require is available at no cost to him. 


Destined for Holdover 


With Congress hoping to adjourn before the end of 
August, a great many bills of medical interest are 
destined to lay over until 1958. 

The Administration has submitted a revised bill pro- 
viding for health insurance benefits to federal em- 
ployees and dependents, with the recommendation that 
this be enacted rather than a pay increase bill. 

Congressional sponsors of measures authorizing 
federal grants for medical school expansion, establish- 
ment of a Federal Advisory Council of Health, subsi- 
dies for public health education and various other 
programs are looking forward to 1958—an election 
year—as the best time to push their plans. 

Also see the AMA Washington Report, opposite page 
204. 
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Current Concepts in 


Infant Carbohydrate 
Metabolism 


The adequately balanced diet must con- 
tain carbohydrate as an essential nutrient. 
Though some carbohydrate becomes available 
to the body from the transformation of protein 
and fat, these sources contribute minor amounts 
of the total carbohydrate requirement. 

Body energy comes from the oxidation of 
carbohydrate and fat but carbohydrates are oxi- 
dized preferentially. The brain derives its supply 
of energy exclusively from the oxidation of car- 
bohydrate. Besides, the infant’s requirement for 
energy is unusually high and can be most readily 
satisfied by carbohydrate. 

All tissues of the body constantly require and 
use carbohydrate under all conditions. Even a 
temporary fall of the blood sugar below critical 
levels is accompanied by serious disability. How- 
ever, the amount of carbohydrate in the body 
at one time is very small. It would sustain life 
for only a fraction of a day. Consequently, the 
infant must be offered carbohydrate frequently 
to yield a generous proportion, usually over half, 
of the total caloric intake. 


INFANTS’ ‘CALORIC REQUIREMENTS 


Ls. CALS. 
500 
625 115 52 
3 675 
25 
; 110 50 
6 800 
825 
4 850 100 45 
9 875 
43 
es 950 95 
12 1000 
24 1200 90 


The breast-fed infant receives about 12 gms. 
of carbohydrate per kilo body weight, while the 
artificially fed infant receives about 8 to 14 gms. 
per kilo. In the choice of an added carbohydrate, 
we must consider adaptability, tolerance, di- 
gestability, absorption, fermentability, and irri- 
tation to the intestines. 

The same problems of infant feeding recur 
from generation to generation, but solutions may 
differ with each era. The carbohydrate require- 
ment for all infants is as completely fulfilled by 
KARO® Syrup today as a generation ago. What- 
ever the type of milk adapted to the individual 
infant, KARO Syrup may be added confidently 
because it is a balanced mixture of low-molecular 
weight sugars, readily miscible, well tolerated, 
palliative, hypoallergenic, resistant to fermenta- 
tion in the intestine, easily digestible, readily 
absorbed and non-laxative. It is readily available 
in all food stores. 


MEDICAL DIVISION 


CORN PRODUCTS REFINING CO, 
17 Battery Place, New York 4, N. Y. 


Produced by 
Corn Products Refining Co. 
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Spirit Shown in AMA Rulings on UMWA, Ethics Code, OASI, Pep-up Pills, etc. 


By THE TIME American Medical Association’s 106th an- 
nual meeting closed in New York on June 7, the House 
of Delegates’ actions dealing with such topics as United 
Mine Workers Welfare and Retirement Fund, Social 
Security, revised Principles of Medical Ethics, Medi- 
care and occupational health programs, coupled with 
certain of the meeting’s scientific stories—chiefly one 
charging athletes with vicious use of a pep-up drug 
and another again linking tobacco and lung cancer— 
were causing a storm of protest in some quarters. 

Specifically these quarters were Dr. Warren Draper, 
executive medical officer of United Mine Workers; 
the tobacco industry and the sports world. 

Dr. Draper appeared in the House of Delegates 
because of resolutions that asserted the UMWA is low- 
ering the quality of medical care to the patient, is 
discriminating unfairly and interfering with free choice 
of physician. 

“Petty persecutions, such as those by certain county 
medical societies which endeavor to prevent the fund 
from providing medical care for its beneficiaries by 
denying membership in the county medical society 
to physicians who do so, will be settled by legal means, 
if other measures fail,” Dr. Draper warned. 

Several resolutions were introduced all bearing on 
third-party intervention as it affects the patient’s free 
choice of physician and the physician’s method of 
remuneration. 

Specifically, the house proceeded on the basic 
issue of third-party intervention by adopting the ‘Sug- 
gested Guides to Relationships between State and 
County Medical Societies and the United Mine Workers 
of America Welfare and Retirement Fund,” which were 
submitted by the AMA Committee on Medical Care 
for Industrial Workers. The house also recommended 
that the Board of Trustees study the feasibility of set- 
ting up similar guides for relations with other third- 
party groups such as management and labor union 
plans. 

Medical and UMWA responsibilities were outlined 
in the “General Guides” and covered the following 
key points: 

“1. All persons, including the beneficiaries of a 
third-party medical program such as the UMWA Fund, 
should have available to them good medical care and 
should be free to select their own physicians from 
among those willing and able to render such service. 

“2. Free choice of physician and hospital by the 
patient should be preserved: 

“a) Every physician duly licensed by the state 
to practice medicine and surgery should be assumed 
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at the outset to be competent in the field in which 

he claims to be, unless considered otherwise by 

his peers. 

*b) A physician should accept only such terms 
or conditions for dispensing his services as will 
insure his free and complete exercise of independent 
medical judgment and skill, insure the quality of 
medical care, and avoid the exploitation of his serv- 
ices for financial profit. 

*c) The medical profession does not concede to 
a third party such as the UMWA Welfare and 
Retirement Fund in a medical care program the 
prerogative of passing judgment on the treatment 
rendered by physicians, including the necessity of 
hospitalization, length of stay, and the like. 

**3. A fee-for-service method of payment for phy- 
sicians should be maintained except under unusual 
circumstances. These unusual circumstances shall be 
determined to exist only after a conference of the 
liaison committee and representatives of the fund. 

4. The qualifications of physicians to be on the 
hospital staff and membership on the hospital staffs 
is to be determined solely by local hospital staffs and 
by local governing boards of hospitals.” 

Since the statement which Dr. Draper issued fol- 
lowing adoption of these “Guides” gives no indication 
of relenting on UMWA practices, and medicine has set 
its course, Dr. Draper’s warning that “we'll see you 
in court,” presents the possibility that a legal decision 
may have to be made. 


A Hand to Successor—AAGP Member Dwight Murray (left) con- 
gratulates his successor, Dr. David Allman, the new AMA president. 
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EXQUISET 


for natural acceptance of your prescribed contraceptive regimen * fulfills your patient’s natural wish that 
her possessions reflect her femininity. Each Lanteen Exquiset contains: 3 oz. tube of Lanteen spermicidal 
jelly, soothing, cleanly scented; easy-to-insert, molded, flat spring diaphragm; newly designed Easy-Clean 
applicator; universal inserter — all fitted into a stylish, soft plastic purse. 

Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin in a tragacanth base. Lanteen jelly 


and flat-spring diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, New York 18, N.Y. (In Canada: E. & A. Martin Research Ltd., 
20 Ripley Ave., Toronto, Canada.) Manufactured by Esta Medical Laboratories, Inc., Chicago 38, Ill. *Trademark of George A. Breon & Company 
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Athletes and Pep-up Pills 


The charge made by Dr. Herbert Berger, Staten 
Island authority on narcotic addiction, that pep-up 
pills are being used indiscriminately by athletes and 
some coaches in all sections of the country brought 
some affirmations but mostly vehement denials from 
the entire sports world. 

Dr. Berger named the drug, amphetamine, as the 
powerful stimulant being used by professional, col- 
lege and even high school athletes which turns them 
into superathletes. 

‘Amphetamine is by far the most dangerous drug 
existing today,” he said. Though the majority of the 
sports world said they had no knowledge of such a 
drug being used, the AMA nevertheless passed a resolu- 
tion condemning the alleged practice as dangerous 
to youth and voted an investigation of its use. 


Confirm Tobacco-Cancer Link 


With the final report of smoking habits of 188,000 
men 50 to 70 years old being made by two American 
Cancer Society scientists which confirmed earlier find- 
ings of a spectacular relationship between cigarette 
smoking and lung cancer, the tobacco industry swung 
into action. 

Timothy V. Hartnett, chairman of the tobacco in- 
dustry research committee, commented: 

“The causes of cancer and heart disease are not 
yet known to medical science. Today’s Hammond- 
Horn statement, like their previous reports, does noth- 
ing to change this fact. 

“Statistical studies often have an important role 
in research. Their function, however, is to suggest 
possible areas for more definitive investigation. They 
do not prove cause-and-effect relationships. 

“The tobacco industry committee still shares the 
widely-held position that the origins of cancer and 
heart disease will be learned by laboratory and clinical 
study, not through statistical reports subject to dif- 
fering interpretations. The committee will continue 
its support of such independent research.” 

The doctors, E. Cuyler Hammond and Daniel Horn, 
who first reported their findings in 1954 concluded 
from a tremendous cross checking of statistics that 
1) all smoking shortens life; 2) cigarette smoking is 
by far the worst offender and 3) the risk goes up with 
the amount smoked. 

Even after a man has been a heavy cigarette smoker 
for many years, he can still reduce his risk of pre- 
mature death by getting off cigarettes, the doctors 
declared. Both of the researchers were heavy cigarette 
smokers until four years ago; now they smoke pipes. 
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AAGP Member Honored—Dr. Tom Spies (right), a leader in the 
science of nutrition, is congratulated by new AMA President David 
Aliman after being given the 1957 Distinguished Service Award 
of the AMA, one of medicine’s highest honors. 


Down to 500 Words 


A year after the revised principles of medical ethics 
had been submitted, the house approved and adopted 
a new and greatly simplified code of ethics. Now em- 
bodied in a mere 500 words, the main emphasis is still 
on service and integrity. 

Feeling that the AMA’s disapproval of the corporate 
practice of medicine is already a matter of record, the 
house did not specifically forbid physicians (in the 
code of ethics) to participate in such practice by hiring 
out to corporations, such as hospitals or group in- 
surance plans. 

However, the committee concerned with the ethics 
changes made it clear that it did not approve of cor- 
porate practice. The house also requested the board 
to devise and initiate a campaign to educate both phy- 
sicians and the general public to the dangers inherent 
in the illegal corporate practice of medicine in its 
various forms. 

A complete feature covering the New Principles 
of Medical Ethics appears in the Special Features sec- 


tion of this issue. 


OASI Slapped Again 


Two resolutions favoring compulsory inclusion of 
physicians in the federal Social Security system and 
another one calling for a nationwide referendum of 
AMA members on this issue were rejected. The dele- 
gates reaffirmed their opposition to compulsory cover- 
age of physicians under OASI, saying such coverage 
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It’s probably that he has a frog in 
his pocket... but his mother also 
has a secret... she’s going to have 
a baby. 


This intelligent modern mother has placed herself in the care 
of the physician in whom she has implicit faith. Now, the doc- 
tor may, and probably does, prescribe a number of different 
prenatal supplements to his patients for various but valid 
reasons. 


It is quite possible, indeed probable, that the physician may 
consider the use of a phosphorus-free, aluminum hydroxide- 
containing product. Especially if it also provides organic iron, 
Vitamin B:: with intrinsic factor, plus the important vitamins 
in the new levels suggested for pregnant or lactating women. 
There are only a very few such quality formulas available for 
his choice. 


One such formula with perhaps the easiest product 
name to remember on the national scene is Calcinatal 
(pronounced Calci’ natal) by Nion. 


Patient acceptance of these easy-to-swallow tablets (not cap- 
sules) is quite understandable. Incidentally, one of your o 
stetrical problems, “control of cramps” will be relegated to one 
of very minor incidence by use of the product. For more com- 
plete information, samples and brochure write to 


NION CORPORATION 
LOS ANGELES 38, CALIFORNIA 


e We feel copy writers usually mention _— names too often . . . . we mention ours but once. 
2 % It is so easy to remember and hard to forget. Say it once — try to forget it. 
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would “result in loss of freedoms impossible to re- 
claim.” They also recommended a strongly stepped-up 
informational program of education which will reach 
every member explaining the reasons underlying the 
house’s position on this issue. At the same time, the 
house reaffirmed its support of the Jenkins-Keogh 
Bills. 


Laissez-Faire 


The overall reaction to Medicare was to let each 
state determine the type of contract and whether or 
not a fee schedule is included in future contract 
negotiations. 

Of the three resolutions dealing with this program, 
the house adopted one condemning any payments 
under Medicare “‘to or on behalf of any resident, fel- 
low, intern or other house officer in similar status 
who is participating in a training program.” 

Government sanction of such payments would give 
impetus to the improper corporate practice of medicine 
by hospitals or other nonmedical bodies, the house 
declared. 

An Ohio-introduced resolution to put Medicare on 
an indemnity basis caused much discussion. Strong 
sentiment for indemnity—in contrast to the Blue Shield 
type of service plan surprised many veteran observers. 
The public relations aspects were rather frightening. 


Miscellaneous Actions 


Other items of business included in the 66 resolu- 
tions which were acted upon by the house were not 
headline catchers, but will have a direct bearing on 
medicine and the way it is practiced. 

The report of the AMA Ad Hoc Committee on Post- 
graduate Medical Education was adopted which dis- 
tinguishes between scientific meetings and assemblies 
and organized postgraduate courses conducted by 
medical schools. Only those courses which by its (the 
council’s) standards are true continuation study 
courses, organized and administered by a person with 
some experience in education and administration will 
be published in the semi-annual listings of the JAMA. 
Dr. William B. Hildebrand, a past president of the 
AAGP, is a member of this committee ; 

A New York resolution urging a two-year intern- 
ship to alleviate the shortage of interns was not adopted ; 

Hospital practice of charging staff members a per 
diem was opposed by tthe Illinois delegation but a 
southern California spokesman urged this as a sound 
means of financing hospital construction and main- 
tenance, pointing out that this is a deductible expense ; 

Approved a statement on occupational health pro- 
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grams which describes and defines orthodox inplant 
medical programs and distinguishes clearly between 
such programs and the various plans for compre- 
hensive medical care of the sick. It is intended to 
resolve misunderstandings concerning the specialty of 
occupational medicine—marking its needs and bound- 
aries. It clearly charts the pathways of communication 
between physicians in occupational health programs 
and physicians in the private practice of medicine; 

Opposed the establishment of any further veterans’ 
facilities for the care of non-service-connected illnesses 
of veterans; 

Condemned the compulsory assessment of medical 
men and staff members by hospitals in fund-raising 
campaigns. 


AAGP Members Prominent 


Several Academy members shared the AMA meeting 
spotlight. Dr. Dwight Murray, Academy member from 
Napa, Calif., retired from the AMA presidency, turn- 
ing over the gavel to Dr. David Allman, 66-year-old 
Atlantic City surgeon. 

Another Academy member, Dr. Tom Douglas Spies, 
head of the department of nutrition and metabolism at 
Northwestern University Medical School and director 
of the nutrition clinic at Hillman Hospital, Birming- 
ham, Ala., received the AMA’s Distinguished Service 
Award—one of the highest honors of medicine. Dr. 
Spies was chosen for his outstanding contribution to 
the science of human nutrition. 

Academy Past President John S. DeTar served as 
chairman of the tellers in the House of Delegates. 
Dr. E. L. Bernhart, AAGP member from Milwaukee, 
Wis., was elected president of the Conference of 
Presidents and Officers of State Medical Associations. 

Another Academy honoree, Dr. Edward M. Gans, 


Charles E. McArthur, M.D. Samuel A. Garlan, M.D. 
Succeeded to the section Was elected vice chairman 
chairmanship of the section. 
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ointment 


sustained soothing, lubricating, antipruritic— 


and healing—effects in... 

rash and excoriation due to 

e incontinence 

e senile pruritus 

e external ulcers 

e stasis dermatitis 

e excessive dryness 


DESITIN OINTMENT—rich in cod liver oil—has a 30 year clinical background of 
success in the treatment of many skin conditions. 


SAMPLES and literature on request 


DESITIN CHEMICAL COMPANY 


812 BRANCH AVE., PROVIDENCE 4, R. I. 


178 GP Volume XVI, Number 2 


. 
= 
® 


Harlowton, Mont. and the AMA’s General Practitioner 
of the Year, was cited as Catholic Physician of the 
. Year, by the Federation of Catholic Guilds of America 
during the meeting in New York. 


AAGP Booth 


A membership booth, sponsored by the Academy’s 
Commission on Membership and Credentials served as 
an information center for Academy members and non- 
members during the meeting. 

Questions were answered, supplemented by litera- 
ture on membership, Academy functions, postgraduate 
study programs and the establishment of residencies 
in hospitals. Prospective members’ names were taken 
and have been sent to state chapters. 

Material from the Commission on Hospitals, whose 
booth failed to arrive, was also available from the 
membership booth. 

William G. McVay from AAGP headquarters manned 
the booth, as secretary of the Commission. 


GP Section Elects 


In the Section of General Practice, all officers are 
Academy members. The new chairman is Dr. Charles 
E. McArthur, Olympia, Wash., succeeding Dr. George 
L. Thorpe, Wichita, Kan. The newly-elected vice chair- 
man is Dr. Sam Garlan, New York, N. Y. The other of- 
ficers remain: Dr. E. I. Baumgartner, Oakland, Md., 
section secretary; Dr. Lester Bibler, section delegate 
and Dr. I. Phillips Frohman, representative to scientific 
exhibit. 

Dr. McArthur also served as chairman of the com- 
mittee in charge of the physical examination booth 
where doctors could obtain annual physical examina- 
tions. This was sponsored by the Section on General 
Practice, the AAGP, the American College of Cardi- 
ology, National Tuberculosis Association and the 
National Society for the Prevention of Blindness. 

In his chairman’s address, Dr. Thorpe said the 
most common-sense explanation for the great number of 
overweight persons in this country is the American 
high standard of living. 

He discounted several theories on the cause of 
overweight, including glandular disorders and emo- 
tional conflicts. 

He begins his patients’ diets with meat, fat and 
water which “will produce the most rapid loss of 
weight without hunger, weakness, lethargy or constipa- 
tion.” He maintains that “the total quantity eaten is 
not important but the ratio of three parts lean to one 
part fat must be maintained, as any decrease in the 
fat portion will reduce the weight loss.” 
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Academy Booth at AMA Meeting—Academy headquarters staffers, 
William G. McVay (facing camera) and Charles E. Nyberg (far 
right), discuss Academy membership with interested passersby at the 
Membership and Credentials Booth during the AMA meeting in 
New York City. 


One of the key points in the delegate’s report, 
made by Dr. Bibler, was the reference to the report of 
the Committee on General Practice Prior to Specializa- 
tion. Dr. Bibler is a member of that committee and 
Academy Member George S. Klump is its chairman. 

Dr. Bibler said the committee has reported after 
very careful study that there is need for a long term 
cooperative study on the part of the Council on Medical 
Education and Hospitals, the Association of American 
Colleges, the AAGP, the representatives of the specialty 
areas to objectively analyze and make recommenda- 
tions for consideration as to the best background 
preparation for general practice today. 


New AMA Officers 


The next to the last day of the meeting was devoted 
to the election of officers. Dr. Gunnar Gundersen of 
La Crosse, Wis., member of the AMA Board of Trustees 
since 1948 and chairman for the past two years, was 
unanimously chosen president-elect. Dr. Jesse Hamer, 
Phoenix, Ariz, is vice president; Dr. George F. Lull, 
Chicago, secretary ; Dr. J. J. Moore, Chicago, treasurer ; 
Dr. E. Vincent Askey, Los Angeles, speaker and Dr. 
Louis Orr, Orlando, Fla., vice speaker. 

Four new members were elected to the Board of 
Trustees: Dr. George Fister, Ogden, Utah to succeed 
Dr. James R. Reuling; Dr. Cleon Nafe, Indianapolis, 
Ind. to succeed Dr. James R. McVay; Dr. James Z. Ap- 
pel, Lancaster, Pa. to replace the late Dr. Thomas P. 
Murdock, and Dr. Raymond McKeown of Coos Bay, 
Ore. to replace Dr. Gundersen. Dr. Edwin S. Hamilton 
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a smile again in just 12 days... 


with time-saving Triva 


the MODERN treatment for all 3 types of vaginitis 


TRIVA effectively annihilates vaginal microorganisms, restores mucosal 
integrity and accelerates healing for rapid recovery. 

Non-irritant, non-toxic, non-staining, TRIVA is a safe vaginal douche 
...even during pregnancy. Effective in any pH medium. Most cases of 
trichomonal, monilial and non-specific vaginitis become asymptomatic 
and organism free in 6 to 12 days. For complete data see Physicians’ 
Desk Reference, 1957, page 429. 

Full treatment package with literature supplied. 

Now available: color film “Management and Mismanagement of 
Breech Presentation.” 


BOYLE & Company, Dept. s-c, Los Angeles 54, Calif. 


AVAILABLE AT ALL PHARMACIES: in convenient packages of 24 individ- 
ual 3 Gm. packets, each containing 35% Alkyl Aryl sulfonate (surface- 
active, germicidal and detergent), 0.33% Disodium ethylene 
bis-iminodiacetate (chelating agent), 53% Sodium sulfate. 2% Oxy- 
quinoline sulfate (bactericide, protozoacide) and 9.67% dispersant. 


a 


of Kankakee, IIll., was elected chairman of the board at 
its organizational meeting after the elections. 

For the Council on Medical Service, Dr. Robert L. 
Novy, Detroit, Mich., was re-elected, and Academy 
Member Hoyt Woolley, Idaho Falls, Ida., was chosen 
to replace Dr. Raymond McKeown. 

Included in the other elections were two new mem- 
bers to the Council on Medical Education and Hospi- 
tals: Dr. Clarke Wescoe, dean of the University of 
Kansas School of Medicine, to succeed the retiring Dr. 
H. G. Weiskotten and Dr. Warde B. Allan of Baltimore, 
Md. to succeed Dr. Franklin D. Murphy, chancellor of 
the University of Kansas. 


Other Awards 


Besides the Distinguished Service Award which went 
to the Academy’s Tom Spies, other awards included: 

The Passano Foundation Award, Dr. William Mans- 
field Clark, professor emeritus of biological chemistry 
at Johns Hopkins University School of Medicine. 


Goldberger Award in clinical nutrition, Dr. Paul 
Gyorgy, professor of Pediatrics at the University of 
Pennsylvania Hospital. 

Special citation, only the third time in AMA history 
the house has voted a special citation to a layman for 
outstanding service in advancing the ideals of medicine 
and contributing to the public welfare, Henry Viscardi, 
Jr., West Hempstead, N. Y., a man born without legs 
who is founder and president of Abilities, Inc., a Long 
Island company which employs only severely disabled 
persons. 

AMA citation, to Parke-Davis & Company for its 
continuing series of institutional advertisements telling 
the story of medicine and medical progress. 

Two new features of this annual meeting were the 
First International Medical Film Exhibition, with more 
than 70 films from 20 foreign countries, and a trans- 
Atlantic medical conference. This conference, trans- 
mitted by underwater telephone cable, linked physi- 
cians in New York with doctors at the Harvey Ter- 
centenary Congress in London. 


Surgeon General’s Committee Acts to Combat 
Oriental Flu Caused by Far East 57 Virus 


As A RESULT of an emergency meeting on June 10 in 
Washington of Surgeon General Leroy E. Burney’s 
Advisory Committee on the Influenza Situation several 
key things are now known about the strange “Oriental 
Flu” which has been sweeping the Far East. 

The epidemic is caused by a virus similar to Type 
A-Prime flu virus. Named “Far East 57 virus” for the 
year 1957, it is antigenically different from any virus 
known before. 

It is a mild three-or four-day illness. The mortality 
has not been appraised accurately, but in Manila, 
where it is reported to have affected 60 per cent of the 
population, mortality is as high as 5 per cent. 

It is possible to produce a vaccine for Far East 57 
virus. The Army has ordered a large supply. 

President Malcom E. Phelps, who represented the 
Academy on this committee, reported that there seems 
to be no hope of checking its spread, but every effort 
is being made to study it. Surgeon General Burney 
called the committee together for advice on what to do 
in light of the epidemic and the possibility of it reach- 
ing this country. 

U.S. Public Health Service has been trying to check 
all incoming travelers on the West Coast. The Luxury 
Liner President Cleveland was delayed several hours 
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in docking at San Francisco while U.S. Public Health 
Service officials interrogated passengers who have re- 
covered from this Far East flu. 

It is reported that the epidemic has swept through 
more than 350,000 in India, 300,000 in the Philippines 
and 80,000 in Japan. 

Although PHS has already taken precautionary 
measures, Dr. Burney said, ‘‘We want to make sure that 
we have the best advice possible so that no protective 
action is overlooked.” 

Among the preventive measures that have been taken 
are testing samples of the virus that is causing this 
particular influenza and ordering quarantine officers to 
take precautionary measures at West Coast ports and 
airports. 

Passengers from the Far East are being warned to see 
their physicians if they develop a respiratory illness 
within ten days after their arrival. 

The world-wide influenza study program organized 
eight years ago under World Health Organization aus- 
pices has been functioning during the current alert and 
is being strengthened by a greater number of labora- 
tories and observers. In 1956, the Virus and Rickettsia 
Section of PHS Communicable Disease Center, in 
Montgomery, Ala., was designated as the WHO In- 
ternational Influenza Center for the Americas. Com- 
parable centers are located in England and Australia. 

Following the special meeting in Washington, Dr. 
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“‘Metamucil does both!” 


Metamucil stimulates normal peristalsis 
and produces soft, easy stools. 
“Smoothage” management with 
Metamucil may be continued as long as 


desired in every type of constipation. 


METAMUCIL 


psyllium hydrophilic mucilloid with dextrose 


182 GP Volume XVI, Number 2 


i 
| 
fete 
H 4 
| 
> 
: 
= 
: 
| SEARLE | 


Burney said there may be some sporadic summer out- 
breaks in this country of this type of influenza but past 
experience indicates no large summer epidemic. 
Others on the advisory committee included Dr. 
Hugh H. Hussey, member of the AMA Board of 
Trustees and medical editor of GP; Dr. Robert Par- 
rott, American Academy of Pediatrics; Dr. Aims C. 
McGuinness, Special Assistant for Health and Medical 
Affairs of HEW; and representatives from various state 
public health departments and the Public Health 


Service. 


Use of “Pseudo-Scientific Gobbledygook” 
Charged in Promoting Pharmaceutical Products 


A SHARP REBUKE to pharmaceutical manufacturing 
firms for what he termed “‘pseudo-scientific gobbledy- 
gook” used in their promotion of products came from 
Dr. Aims C. McGuinness, Special Assistant for Medi- 
cal and Health Affairs to the Secretary of HEW, dur- 
ing the recent four-day convention of American 
Pharmaceutical Manufacturers’ Association in White 
Sulphur Springs, W. Va. 

Dr. McGuinness, a Philadelphia pediatrician before 
joining the government, paid tribute to the industry for 
its great contributions in the field of research, but ex- 
pressed a strong personal opposition to some of the 
industry’s merchandising policies. 

He admitted that the practice of medicine has been 
made much easier and much better as a result of the 
industry’s new developments, but he devoted a con- 
siderable portion of his speech to scolding it for ex- 
pensive promotion, particularly direct-by-mail. For 
example, “It does not help the cause of medicine when 
industry tries to get doctors to use a $5 medicine 
when a $2 medicine would have done the job just as 
well, or perhaps better.” 

Obviously nettled by the 
enormous amount of di- 
rect-by-mail material sent 
out by pharmaceutical com- 
panies to physicians, Dr. 
McGuinness said his views 
on this subject were formed 
as a private practitioner 
and not as a member of the 
government. He said that 
in 1956 over 4,000 pieces 
of mail were sent to every 
general practitioner. Some 
of it was highly educational, 
he admitted, but too much 
of it was of no value. 


Dr. Aims C. McGuinness 

HEW assistant for medical 
affairs hits expensive promo- 
tion —particularly direct-by- 
mai! advertising. 
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He scolded pharmaceutical ad writers for quoting. 
scientific material out of context and for other offenses 
in their competitive activities. 

Dr. McGuinness lauded the industry for its great 
expansion in research but urged even more activity in 
this field. 

He pointed out that expenditures for scientific re- 
search have increased 275 per cent in the last ten years 
with a total of $340 million spent in medical research in 
1956. Of this the government spent $185 million, in- 
dustry, $100 million and others such as foundations 
and universities, $55 million. 

Another portion of his speech was devoted to medi- 
cal care costs. He said the cost of medical care is at an 
all-time high and as a result too many people are un- 
able to afford the care they need even in a period of 
unprecedented prosperity. He made passing reference 
to the need for protection against the cost of long and 
expensive illnesses and referred to the administration’s 
proposals for reinsurance of catastrophic health in- 
surance. 

Before closing, Dr. McGuinness referred to the ad- 
ministration’s efforts to obtain appropriations to ex- 
pand medical education. He said the problems of medi- 
cal care are formidable even in this period of prosperity 
and that the need for more scientific man-power was 
great. There must be expansion in the production of 
practicing physicians, he said, to meet a population in- 
crease of 3 million a year. 

During the balance of the meeting, members of 
APMA heard addresses by their officers, led by Dr. 
R. K. Cutter, president, and Francis C. Brown, LL.B., 
president-elect (Dr. Brown was installed as president 
at this meeting). Dr. Cutter is president of Cutter 
Laboratories of Berkeley, Calif. and Dr. Brown is presi- 
dent of the Schering Corporation. 

Addresses were also given by representatives of the 
Food and Drug Administra- 
tion and by Dr. Sidney Far- 
ber, chairman of the Cancer 
Chemo Therapy National 
Committee and a member 
of the National Advisory 
Cancer Council of National 
Institutes of Health. 

President Cutter warned 
the top officials of the na- 
tion’s large pharmaceutical 
companies that industry 
must be on constant guard 
against possible bad public 


relations. In view of the 


Dr. Robert K. Cutter 
APMA president, victim of 


” Salk vaccine incident, warns 
unhappy turn of events in- — against “repeat” in future 
volving the Salk vaccine he _research achievements. 
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Oatmeal 
Carbohydrate 


Quaker Oats and Mother’s Oats, 
the two brands of oatmeal offered 
by The Quaker Oats Company, 
are identical. Both brands are 
available in the Quick (cooks in 
one minute) and the Old-Fash- 
ioned varieties which are of equal 
nutrient value, 


The Quaker Oats @mpany 


CHICAGO 


Ow of the distinguishing characteristics of oats 
is its relatively lower content of carbohydrate 
and its higher content of protein, when compared 
with other whole-grain cereals.! An important 
feature of the carbohydrate of oatmeal is its 
mode of utilization by the body. 


Because it consists mainly of slowly available 
polysaccharides with relatively minor amounts 
of dextrins and simple sugars, the carbohydrate 
of oatmeal does not tend to cause a sudden, 
sharp increase in blood sugar. Instead, the com- 
plex carbohydrate molecules gradually release 
glucose into the blood stream and thus provide 
energy on a more sustained basis. Oatmeal is 
therefore logically recommended as an excellent 
breakfast dish for diabetics.? 


The carbohydrate content of oats is almost 
completely digested and utilized. Cellulose, or 
cellulose-like material, representing only about 
2 per cent of rolled oats in the dry form, provides 
a gelatinous residue which serves advantage- 
ously as nonirritant bulk in the lower intestine. 


Whether eaten for therapeutic reasons during 
illness or for a good sturdy breakfast every day, 
oatmeal and milk (skim or whole) assures high 
biologic quality protein, vitamins, and essential 
minerals, in addition to ease of nutritional 
utilization. 


1. Kent-Jones, D.W.: Modern Cereal Chemistry, ed. 3, The North- 
ern Publishing Co., Liverpool (1939). 


2. Heupke, W., and Kolb, A.: Mechanism of the Beneficial Action 
of Alimentation of Oats in Diabetes, Deutsche Ztschr. Verdau- 
ungeskr. 13:111 (1953). 
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forewarned of what could happen in the utilization of 


future research achievements. Dr. Cutter told the 
audience that he has been pillared in Confidential 
magazine along with Ingrid Bergman, Rex Harrison 
and Ibn-Saud and his 19 women. He told how other 
magazines had referred to “polio vaccine, the sordid 
story of greed.” ; 

Close cooperation between the pharmaceutical in- 
dustry, the medical profession and the government is 
essential if good public relations are to be maintained 
in the field, he said. He warned that public relations 
aspects would be presented again if, for instance, the 
long-sought cancer cure was found in the laboratories 
of the pharmaceutical industry. 

Dr. Cutter concluded, “The pharmaceutical manu- 
facturing industry has its duty, first, to cooperate in 
any movement which gives promise of more rapid con- 
quest of any disease or condition; second, to make sure 
that in our wholehearted desire to cooperate, we do 
nothing which will later on throttle medical progress 
and that we do everything to protect the principle of 
private industry.” 

He warned that in an attempt to accelerate medical 
advancement through the utilization of federal as- 
sistance, care must be taken not to stifle later advance- 
ments. 


Facets of Successful Promotion Covered 
In Midwest Pharmaceutical Advertising Panels 


CLOSER COOPERATION between the pharmaceutical com- 
pany’s advertising and sales staffs was urged at the 
May 8 annual seminar of Midwest Pharmaceutical Ad- 
vertising Club in Chicago. 

This feeling was brought out in a morning panel for 
which Mac F. Cahal, executive secretary of the AAGP, 
served as moderator. 

The afternoon panel, moderated by Charles R. 
Jordan, president of Jordan, Sieber & Corbett, Inc., 
brought out the importance of encouraging creative 
personnel in the interest of successful promotion. 

Panelists for these sessions were four sales managers, 
four advertising managers and four vice presidents 
of leading pharmaceutical houses. Richard Best, as- 
sistant to the medical director of United States Adver- 
tising Corp., was chairman of this seminar. 


Medical Society Executives Conference 
In New York Covers Provocative Subjects 


THE TWO-DAY SESSION of the Medical Society Executives 
Conference held May 31 and June 1 in New York City 
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continued the theme begun in 1956, ‘Perfecting the 
Executive Function.” 

This second institute featured panels and speeches 
on such provocative subjects as “Impact of Labor 
Organization on Medicine,” ‘Medicare—a Six Months 
Look,” ‘Legal Pitfalls in Medical Society Work” and 
**Communication—Everybody’s Problem.” 

The latter subject—one covered by a panel—in- 
cluded a discussion on “Communication at National 
Level” by Mr. Greer Hermetet, executive assistant on 
the AAGP headquarters staff in Kansas City. 

The conference, which has 230 members who are 
executive employees of national, state, regional or 
country medical societies, named William H. Bartle- 
son of Kansas City, executive secretary of the Jackson 
County Medical Society, its new president-elect. 

AAGP Executive Secretary Mac F. Cahal helped or- 
ganize the conference ten years ago. 


Uncertainty of Medical Care Cost Worries 
American Public More Than Cost Itself 


THE MEDICAL PROFESSION has been urged by a Health 
Insurance Council official to keep patients informed, 
as nearly as possible, on what medical service will 
cost them so they may make their insurance arrange- 
ments accordingly. 

Speaking at a recent annual meeting of Ohio State 
Surgical Association in Columbus, Mr. James Andrews, 
Jr., director of health insurance of the Life Insurance 
Association and vice chairman of the Health Insurance 
Council, said the uncertainty of the cost of medical 
care may be a greater concern to the American public 
than the actual cost itself. 

He lauded the California Medical Association’s 
recommendation that individual doctors post fee sched- 
ules in their offices. He also noted the development 
in California of a relative scale of surgical values 
whereby each doctor will have “relatively the same 
scale of surgical values as every other doctor.” 

The desirability for guide posts in predicting medical 
expenses is very important in insurance programs, 
such as Major Medical expense insurance, where sur- 
gical schedules have been eliminated, he pointed out. 
Instead, Major Medical uses the contractual provision 
to pay any “reasonable or necessary charge.” 

Basing his observation on past experience, Mr. 
Andrews expressed confidence that physicians’ fees 
will not be determined by the presence of insurance, 
but rather by appropriate “‘variations” established by 
economic circumstances of the patient and the skill 
and overhead of the providers of service. 

**Practitioners should recognize the fact,’’ Mr. 
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anti-inflammatory.... bactericidal 


CORTISPORIN 


For infected, or potentially infected, inflammatory 
conditions of the eye (anterior segment), ear and skin 


VIRTUALLY NON-SENSITIZING 


CORTISPORIN’ OINTMENT 


kee Each Gm. contains: ‘Aerosporin’® Sulfate Polymyxin B Sulfate 5,000 Units; 
ee: Bacitracin 400 Units; Neomycin Sulfate 5 mg.; 
Hydrocortisone (free alcohol) 10 mg. (1%). 


Available in applicator tip tubes of % oz. and ¥% oz. 


CORTISPORIN’ OTIC DROPS 


Each ce. contains: ‘Aerosporin”’® Sulfate Polymyxin B Sulfate 10,000 Units; 
Neomycin Sulfate 5 mg.; Hydrocortisone (free alcohol) 10 mg. (1%). 


Available in sterile dropper bottles of 5 cc. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Andrews emphasized, “that insurance does not increase 
the ability of the patient to pay. The entire insured 
population is merely using its total existing capacity 
to balance out among themselves the hills and valleys 
of medical care expenses. If the doctor raises his fees 
because of the presence of insurance, he can well 
defeat the entire insurance process.” 

Mr. Andrews feels the small, regularly recurring 
expenses should not be insured. He said too that the 
incurring of unnecessary expense by the individual is 
controlled under Major Medical expense insurance 
through a deductible feature and co-insurance clause. 

He added: “I think any family can assume that they 
may have as much as $100 worth of medical care in a 
given year, with variations one way or the other, ac- 
cording to the number of dependents of the bread- 
winner.” 

Major Medical insurance—providing benefits up to 
$5,000, $7,500 or $10,000—protects against almost 
all types of medical expense, both in and out of the 
hospital including such items as special nursing costs 
and charges for drugs. The deductible provision elim- 
inates small claims, and, therefore, the disproportionate 
administrative expense associated with them. Under 
the co-insurance clause the company pays 75 per cent 
or more of the expenses of treatment up to benefit 
limit of the insurance. 

Mr. Andrews declared that there are a “number of 
influences” affecting the development of Major Medical, 
and, “in a sense holding it back.” There is the re- 
luctance of some unions and employers to endorse 
this type of coverage as a fringe benefit, attributing 
it in the former case to a preference for full payment 
protection. In the case of the employer, he is “used 
to his old type of coverage.” 


Case of FDA vs. Parke, Davis & Co. 
On Sales Policies Ends in Legal Draw 


Tue Food and Drug Administration has ended its case 
aimed at certain sales and distribution policies of 
Parke, Davis & Company without any judicial decision 
as to issue of fact or law. 

Mr. Harry J. Loynd, president of Parke, Davis & 
Company, says the result is that the government can- 
not use the case as a precedent either against Parke- 
Davis or against anyone else, and that the legal posi- 
tions of both sides are not altered in any way. 

“The government’s apparent purpose in the case,” 
Mr. Loynd said, “had been to try to eliminate from 
the market alleged inert preparations which had been 
for many years supplied to physicians by various 
manufacturers. 
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*Parke-Davis had throughout insisted on its right 
to manufacture and sell any medicinal agent any li- 
censed physician wanted to use in his practice. It was 
on this basic principle that Parke-Davis fought the 
case rather than because of any commercial value or 
interest in the small-selling items which would have 
been dropped years ago from Parke-Davis’ catalog 
because of their small sales except that Parke-Davis 
refused to take any action under pressure, being un- 
willing to compromise on a principle.” 

Mr. Loynd said Parke-Davis made its position clear 
to the government many months ago, stating that 
if the FDA dropped the suit, Parke-Davis would then 
apply its regular policy to the products in question 
but would otherwise keep them on the market. 

The products in question were inert glandular 
products manufactured by Parke-Davis. 


Candidates for 1958 Mead Johnson Awards 
May Get Application Blanks from Headquarters 


ANY PHYSICIAN who is in an internship or in military 
service and can start a residency in July of next year 
is eligible to apply for a 1958 Mead Johnson Award 
for Graduate Training in General Practice. 

This year’s Mead Johnson winnérs began their 
approved general practice residencies last month with 
the assistance of Mead Johnson Scholarship awards. 

The program, created in 1950 by Mead Johnson & 
Company, Evansville, Indiana, allows for an annual 
award of $1,000 to each of ten medical graduates to 
aid them in taking a residency in general practice. 
The ten winners are selected by the Academy’s Mead 
Johnson Awards Committee on the basis of scholarship, 
professional aptitude and fitness for general practice. 

Application blanks are available, on request, from 
the American Academy of General Practice, Volker 
Boulevard at Brookside, Kansas City 12, Mo. Applica- 
tions must be completed and returned to the AAGP of- 
fice prior to February 1. 

During the St. Louis Assembly, the Mead Johnson 
Committee, in its annual report, asked that the respec- 
tive constitutent chapters be requested to nominate 
at least one candidate annually to this committee. 
However, the committee stressed that candidates who 
apply directly to the committee shall continue to be 
given equal consideration with those nominated by 
state chapters. 

At the time of the Assembly, Mead Johnson & Com- 
pany announced that an additional grant of $10,000 
will be forthcoming each year. This sum will be used 
in a study to improve general practice residencies 
and to promote the program. 
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NO RACE SUICIDE HERE: 
families today are planned big 


(<7 HE BIG NEws in human fertility in mid-century 
These has been the 1940-1955 baby boom, 
which in dramatic significance has rivaled the hydro- 
n bomb explosions . . . .”1 More young wives are 
Gites babies and planning their families big. The 
rate for third and fourth births has almost doubled. 
Five-, six- and seven-child families are on the increase.? 
College graduates want big families — It isn’t only 
industrial families that are growing. A survey recently 
completed among 29,494 graduates of 178 colleges 
shows that the men of the class of ’45 have families 
averaging 70% larger than those of the class of ’36 
in the ten years after graduation.? When their wives 
seek advice to space their children, they want to be 
sure that the method recommended really gives them 
the protection they need. 
Most effective method for women of high parity— 
Based on widest experience, parenthood clinics all 
over the world have adopted the diaphragm and jelly 
technique “‘. . . as possessing the least degree of falli- 
bility ....”* It is the preferred method for women 
of high fertility. When used correctly, unplanned 
pregnancies seldom occur. In urban groups using the 
diaphragm and jelly technique for years, as well as in 
clinical studies, data show that this method reduces 
“the likelihood of conception by at least 98 per cent.”’5 
Comfort helps win cooperation — Besides peace of 
mind, the physician assures comfort for the patient 
when he recommends RAMSES® Diaphragm and 


Jelly. Flexible in all planes, the RAMSES Diaphragm 
allows complete freedom of movement. Its cushioned 
rim avoids irritation. RAMSES “ten-hour” Jelly,* 
used with the diaphragm, quickly immobilizes sperm 
and maintains full effectiveness for up to ten hours. 
Patients feel confident that they have received sound 
contraceptive advice when physicians prescribe 
RAMSES protection, a critical aid in family planning 
for more than 30 years. 


This is the attractive, complete 
RAMSES “TUK-A-WAY”® Kit 
#701 that most women prefer. 

Supplied in neat zippered 

bag with introducer and 
diaphragm in sizes 50 to 
F 95 mm., and 3 oz. tube of 

RAMSES Jelly. Jelly refills in 3 

and 5 oz. tubes. At all pharmacies. 


References: 1. Dinkel, R. M.: Eugenics Quart. 3:22 (Mar. 
1956. 2. Grove, R. D.: Am. J. Pub. Heath 46:592 war. 
1956. 3. Scavege Study Report: Population Bulletin 11:45 
une) 1955. 4. Novak, E., and Novak, E. R.: Textbook of 
ecology, Baltimore, The Williams & Wilkins Company. 

1956. 5. Ti Proc. 3rd Internat. Conf. Plann 


ietze, C.: 
Parenthood, 1953. 


JULIUS SCHMID, inc. 
423 West 55th Street, New York 19, N. Y. 


*Active agent, dodecaethyleneglycol monolaurate 5%, in a 
base of long-lasting barrier effectiveness. 


RAMSESand ‘“TUK-A-WAY” are registered trade-marks of Julius Schmid, Inc. 
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With tightening of requirements for Academy mem- 
bership, formal training beyond a one-year rotating 
internship is of prime importance. All new Academy 
members must have completed at least one year of ro- 
tating internship, and must have completed (1) two 
years of graduate training acceptable to and approved 
by the Commission on Education, or (2) one year of 
graduate training followed by two years of general 
practice, or (3) three years of general practice. 


FTC Charges Company with Misrepresentation 
Of ‘Rolaids’ on Television Commercials 


A TRIPLE BARRELED COMPLAINT has been leveled at 
American Chicle Co. by the Federal Trade Commission. 
The company has been charged with misrepresentation 
of its product, ‘Rolaids,’ in TV commercials. 

FTC based its false advertising charge against Ameri- 
can Chicle on both aural and visual grounds. The 
complaint cites a visual demonstration accompanied by 
an announcer’s explanation of “concentrated stomach 
acid” burning a hole in a napkin. 

Another demonstration showed ‘Rolaids’ “miracle 
ingredient” purportedly “taking care” of “twice as 
much excess stomach acid” as the “old fashioned alka- 
lizing ingredient.” Still another incident showed a 
“doctor” in white coat recommending ‘Rolaids’ in 
preference to “old fashioned alkalizers.” 

Use by some drug makers of ‘men in white coats” 
has aroused Congressional wrath as well as criticism 
from some industry quarters. 


Accepted Modern Methods of Resuscitating 
Infants Set Forth in Pamphlet and Placard 


IN AN ATTEMPT to standardize and modernize the pro- 
cedure of resuscitation of newborn infants, a special 
committee composed of representatives from several 
national medical and health organizations has just 
completed a pamphlet and a placard which sets forth 
accepted methods. 

It is planned that a copy of the card will be sent 
to every hospital in the country to be posted in the 
delivery room and a copy of the pamphlet will be sent 
to every physician. 

Final editing of the pamphlet was completed at the 
last of a series of conferences held May 10 at New 
York Hospital. The pamphlet and placard are now 
ready for printing, reports Dr. Jacques Van B. Voris, 
Darien, Conn., a member of the committee, who was 
appointed by the AAGP Board of Directors, to 
represent the Academy. 
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The committee is headed by Dr. Wyman Cole of the 
American Academy of Pediatrics. Also on this commit- 
tee are representatives from the American College of 
Obstetricians and Gynecologists, American Public 
Health Association, American Society of Anesthesiolo- 
gists and the American Hospital Association. 

According to Dr. Cole, the committee grew out of 
a reaction to one of the early MEDIC television pro- 
grams in which many of the old-fashioned and unac- 
cepted methods of resuscitation were used and many 
of the modern ones were omitted. 


U.S. Pharmaceutical Manufacturers Back 
Pan-American Congress of Pharmacy 


AT THE RATE that financial support has been coming in 
from U.S. pharmaceutical manufacturers, the budget 
for the Fourth Pan-American Congress of Pharmacy 
and Biochemistry to be held in November at Washing- 
ton, D. C. presents no problem. 

Early this summer the congress’ ways and means 
committee reported that about $46,000 or two-thirds 
of the money needed had already been raised. 

All countries in the organization of American states 
have acknowledged their invitations and most of them 
will be represented by delegations. Registration of 
U.S. pharmacists and their guests may be restricted 
after September 1 because of accommodation limita- 
tions. 


In Spring Session—A considerable portion of the May 18-19 meeting of the 
Academy’s Board of Directors was devoted to the appointment of chairmen 
and members of the various commissions and committees for the ensuing 
year. Shown in session are President Malcom E. Phelps (lower left, proceed- 
ing clockwise), Dr. Floyd Bratt, Miss Helen Cobb, secretary to Mr. Cahal; 
Executive Secretary Mac F. Cahal, Board Chairman Fount Richardson (stand- 
ing), Dr. Charles Cooper, Dr. Carleton R. Smith, President-elect Holland Jack- 
son, Immediate Past President J. S. DeTar, Dr. Mary E. Johnston, Dr. M. C. 
Wiginton, Dr. Norman Booher, Dr. D. Wilson McKinlay, Dr. James Murphy, 
speaker of the Congress of Delegates; Vice President Fred Simonton, Treasurer 
Albert Ritt and Dr. John G. Walsh. 
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carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


fast relief from itching 
prompt antimycotic action 


continuing prophylaxis OINTMENT and SOLUTION 
Buffered at pH 6.5 


POWDER 


For most effective and convenient therapy and 
continuing prophylaxis, use Desenex as follows: 


AT NIGHT the Ointment (zincundecate) — 1 oz. 
tubes and 1 Ib. jars. 


DURING THE DAY the Powder (zincundecate) — 
1¥ oz. and 1 Ib. containers. 


AFTER EVERY FOOT BATH the Solution (undecy- 
lenic acid)—2 fl. oz. and 1 pt. bottles. Use only 
when skin is unbroken. 


In otomycosis, Desenex solution or ointment. 


Write for free sample supply to Professional 
Service Department. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. © Belleville 9, N. J. 
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Medical News in Small Doses: 


THE RECENTLY COMPLETED National Opinion Research 
Center study found that two-thirds of the medical stu- 
dents interviewed plan to take residency training be- 
fore entering practice. This attitude conforms to the 
Academy’s recommendation that future general practi- 
tioners should complete residency training before en- 
tering the field. The survey, supported by the Army 
Surgeon General’s office, asked students about their 
plans upon completion of an internship but not on 
their ultimate plans on type of practice. Sixty-six per 
cent planned to take a residency ... Well-known 
Academy member from Milwaukee, Dr. Jerome Fons, 
is the new president-elect of the Wisconsin State 
Medical Society . . . Dr. Madison D. Brown, associate 
director of American Hospital Association, urges hos- 
pital administrators to combat “enormous steps to- 
ward socialized medicine” by keeping hospital costs 
as low as possible and by assisting voluntary hospital 
insurance plans. He believes that if the government 
Medicare program covering nearly four million people 
is a success, there is a strong possibility that two and 
a half million government employees will be taken into 
the plan . . . S. Sloan Colt, president of the National 
Fund for Medical Education since 1949 when the 
organization was formed, has been re-elected. Also 
re-elected was former President Herbert Hoover, 
honorary chairman of its board of trustees . . . A new 
plan to improve health in African countries, based on 
public education, has been outlined by international 
health authorities, according to the United Nations’ 
Educational, Scientific and Cultural Organization. The 
health problem in Africa is essentially rural ... A 
recent study by American Jewish Committee showed 
that 8,000 of the 30,000 hospital resident physician 
positions in the United States were vacant. During 
the last year the hospitals employed 6,000 resident 
physicians from other countries—many of which were 
graduates of unapproved colleges . . . Two physicians 
in Peru are leading a fight to abolish the coca-chewing 
habit—the Western Hemisphere’s oldest narcotic “jag” 
—among Peru’s four million Indians. Coca is the plant 
from which cocaine is derived. With a wad of coca 
leaves in his jaw, an Indian feels happy, satisfied. He 
does not eat enough food and his health suffers . . . 
Southern Medical Association’s new $100,000 perma- 
nent headquarters building is now under construction 
in Birmingham, Ala. . . . Pitman-Moore Company, In- 
dianapolis pharmaceutical and biological firm, spon- 
sored a closed-circuit telecast of proceedings at the 
Fourth International Poliomyelitis Conference in Ge- 
neva, Switzerland July 8-12. 
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1 BURDICK EK-2 
direct-recording 
|ELECTROCARDIOGRAPH 


Operation of the Burdick 
EK-2 is so smooth and posi- 
: tive that you can, if you wish, 
have the record for inspection in just a few 
minutes after the patient reports for a cardio- 
gram. This may enable you to determine 
whether or not his symptoms are of cardiac 
origin. 
The Burdick EK-2 has become a standard 
for comparison. Inspired engineering has 
given this unit exceptional accuracy, port- 
ability, and simplicity of operation. To the 
best of our knowledge, every Burdick unit 
built to date is still in active service some- 
where and is producing dependable records. 
We know of no better testimonial to Burdick 
quality and performance. 
The EK-2 is sold through 296 qualified medical supply 
houses throughout the United States. Over 1,500 Burdick 


sales representatives are backed by complete service 
facilities for all your Burdick equipment. 


Literature illustrating and 
describing the EK-2 will 
be sent you on request. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: Chicago ® New York 
Regional Representati Atlanta @ Cleveland © Los Angeles 
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Newest Pablum Cereal 
is 35% Protein 


Pablum High Protein Cereal is derived from soy beans, 
oats, wheat and dried yeast. This new cereal food contains 
a level of active assimilable protein, 35%, much higher than 
that commonly present in cereal grains. It helps to keep 
baby trim. It satisfies baby’s hunger over longer periods of 
time than even foods rich in carbohydrate. 

Like all Pablum Cereals, Pablum High Protein Cereal 
is made by nutritional and pharmaceutical specialists. 


Db Droduate DIVISION OF MEAD JOHNSON & CO., EVANSVILLE, IND. » Manufacturers of Nutritional and Pharmaceutical Products 
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News from the State Chapters 


PHILADELPHIA’S Benjamin Franklin Hotel was head- 
quarters for more than 500 persons who attended 
Pennsylvania chapter’s ninth annual scientific as- 
sembly on May 26-29. Doctor attendance exceeded 
250 at the two-day sessions which featured 12 well- 
known authorities on a variety of subjects. 

The meeting also had 32 technical exhibitors. One 
of the highlights of the scientific program was a pres- 
entation by Academy member, Dr. Robert A. Davison 
from Tennessee, on ‘The Establishment of a General 
Practice Department in Medical Schools.” 

Welcoming addresses at the scientific sessions were 
given by Drs. Samuel T. Hadden, president, Phila- 
delphia County Medical Society; Thomas F. Dowd, 
Philadelphia County chapter president and Kenneth 
M. McPherson, state chapter president. 

Meetings of the board of directors and the house 
of delegates were held May 26 and 27. 

Dr. Charles M. Thompson was the opening speaker. 
He was followed by Drs. W. Paul Havens, David J. 
LaFia, Richard A. Kern, James H. Ewing and Paul O. 
Klingensmith. (See cut.) A board of directors’ dinner 
meeting was held that evening. 

Speakers the second day were Drs. John J. McGraw, 
T. S. Danowski, Robert A. Davison, L. Kraeer Fergu- 
son, Thomas A. Johnson and Arthur Finkelstein. 

At its final meeting on May 27, the Pennsylvania 
house of delegates created the positions of speaker 
and vice speaker and elected the following new of- 
ficers: Dr. George A. Rowland, Millville, president- 
elect; Dr. James D. Weaver, Erie, vice president; Dr. 
Horace W. Eshbach, Drexel Hill, secretary-treasurer ; 
Dr. J. Herbert Nagler, Philadelphia, speaker; Dr. An- 
thony J. Cummings, Scranton, vice speaker; Drs. Win- 
field B. Carson, Pittsburgh and Edward J. Kowalewski, 
Akron, directors; Dr. John B. Jacobs, Lansdale, dele- 
gate to the AAGP; and Drs. Benjamin Schneider, 
Danville and Arthur Clateman, Pittsburgh, alternate 
delegates (see cut). ; 

President Ethan L. Trexler, Fleetwood, took over 
the gavel from Retiring President Kenneth M. McPher- 
son, New Brighton, at the annual banquet on May 29. 
Those attending the banquet were royally entertained 
by an excellent floor show arranged for by Dr. Charles 
Rose, Jr., Allentown, chairman of the social committee. 

Ladies were guests of their husbands at the banquet 
held the closing evening. Mrs. Ruth Diller gave a talk 
on Wedgewood China at a ladies’ tea. Three exhibit 
booths were reserved especially as a meeting place 
for the ladies. 


Among the newsworthy and extracurricular activities 
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Keystoners Note Scientific Points—As Dr. David J. LaFia, guest 
speaker at Pennsylvania’s recent meeting, talked on practical man- 
agement of headaches, his audience listened intently. 


Pennsylvania Creates New Offices—During the House of Delegates 
meeting of Pennsylvania chapter’s annual meeting two new offices 
were created, that of speaker and vice speaker. New officers are, 
standing left to right, Drs. John B. Jacobs, delegate; J. Herbert 
Nagler, speaker; Horace W. Eshbach, secretary-treasurer; and Drs. 
Edward J. Kowalewski and Winfield B. Carson, directors. Seated, 
left to right, are: Drs. George A. Rowland, president-elect; Ethan L. 
Trexler, president; Kenneth M. McPherson, retiring president; and 
James D. Weaver, vice president. 


Extracurricular Spotlight—As an extra public relations slant to 
Pennsylvania chapter’s recent meeting, Dr. Horace Eshbach, chapter 
secretary-treasurer and Dr. J. Herbert Nagler, editor of the KEYSTONE 
Puysictan, were part of a panel show, “‘Is There a Doctor for Your 
Family ?,’’ over WFIL radio in Philadelphia. Left to right are 
Joe Ball of Ball Associates; Dr. Eshbach, Leonard Gordon of Phila- 
delphia Junior Chamber of Commerce, moderator; Dr. Charles C. 
Wolferth, cardiologist, and Dr. Nagler. 
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cONTOURING 


SPRING (ARCING TYPE) 


SIX REASONS WHY Zh, 
PHYSICIANS ARE RECOMMENDING Lon 


1. Expressly designed to assure your patient ease of insertion and auto- 
matic placement. 
S 2. Conserves physician's time by reducing fitting and instruction period. 
VN 3. Patients learn readily and develop greater confidence because of the ease 
with which they learn to place and use the diaphragm. 


4. Affords patient protection by locking in spermicidal lubricant and 
delivering it directly under and next to the os uteri. 


5. Folds behind pubic bone with suction-like action forming an 
effective barrier. 
FIG. 1 6. Simple to remove. 


When compressed, diaphragm forms into semi-curve or half-moon shape 
(Fig. 1) permitting it to pass easily along floor of the vagina beyond cervix 
(Fig. 2) without any difficulty. No mechanical inserter or introducer requir- 
ed (sce Fig. 2) since the KORO-FLEX will not buckle or butterfly in form. 


KORO-FLEX (contouring) Diaphragm acceptable, not only where ordi- 
nary coilspring diaphragms are indicated but for Flat rim (Mensinga) 
type as well. 


May be used in cases of mild 
prolapse, cystocele or rectocele. 


Suggest the convenient i 
KORO-FLEX COMPACT 60-95 mm 


Sanitary plastic bag with zipper 
closure. Diaphragm, tube KOROMEX 
xX Jelly (3 oz.) Cream (1 oz. trial size). 


Available in all prescription pharma- 


cies. Write for descriptive literature. 


FIG. 3 


Holland -Rantos Co., Inc. Manufacturers of KOROMEX Products, New York 13, N. Y. 
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were radio and TV appearances of some of the chapter 
leaders. On WRCV-TV, Dr. Eshbach filled in on a 
five-minute time slot during a station break on the 
Dave Garroway Show, telling of the Academy func- 
tions. On the same station, Dr. Nagler appeared on the 
show entitled, ‘The Human Body.” Both Drs. Eshbach 
and Nagler appeared on a WFIL radio panel show 
(see cut). 

p> A new Constitution and By-Laws were adopted, 
using the house of delegates system of operation at the 
Washington chapter’s annual scientific meeting May 
24-26 in Olympia. Dr. Lawrence M. Wilson, Olympia, 
was elected speaker of the house. 

Registration totaled 353, and 211 of this number 
were physicians. 

During the meeting Dr. John O. Milligan of Seattle 
assumed the presidency. Dr. Douglas S. Corpron, 
Yakima, was elected vice president; Dr. John C. Ely. 
Opportunity, was re-elected secretary-treasurer and Dr. 
M. A. Negretti, Spokane, was named assistant secretary- 
treasurer. Two new board members are Drs. A. L. 
Ludwick of Wenatchee and I. C. Munger of Van- 
couver. (See cut.) 

Welcoming messages were given by the Very Rever- 
end Bede Ernsdorff, of St. Martin’s College; the 
Honorable Albert D. Rosellini, governor of the state of 
Washington; Dr. James H. Berge, state medical as- 
sociation president and Chapter President R. McC. 
O’Brien. 

Dr. Jess W. Read, Tacoma, initial scientific speaker, 
preceded a panei discussion with Drs. Morris J. 
Dirstine, Seattle and Arthur C. Jones and H. Thatcher, 
both of Portland, Ore., participating. Dr. Read 
moderated. 

The afternoon session featured guest speakers 
Harold E. Crowe, Los Angeles, M. E. Bryant, Colfax; 
and a panel moderated by Dr. Crowe with Drs. Roger 
Anderson, John LeCocq, and Ernest Burgess, Seattle 
and Faulkner Short of Portland. 

Academy President Malcom E. Phelps was guest 
speaker for the dinner that evening. Dr. O’Brien 
presided over the following business meeting and elec- 
tion of officers. 

The invocation was read the second morning by 
the Rev. J. Edgar Pearson, Minister, United Churches, 
Olympia. Morning speakers were Drs. John J. Bonica, 
Tacoma and L. A. Hollister, Pale Alto, Calif. Dr. 
Hollister moderated a panel conducted by Drs. Bruce 
Zimmerman, Q. B. DeMarsh and William M. M. 
Kirby, Seattle. 

Dr. Robert A. Bruce, Seattle, opened the after- 
noon session. A final panel, moderated by Dr. Dean 
Crystal, Seattle, had as participants, Drs. Charles C. 
Reberger and L. Stanley Durkin both of Tacoma; 
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New Washington Chapter Officers—Elected at Washington chapter’s 
recent meeting were Drs. |. C. Munger (front row, left to right), new 
board member; Douglas S$. Corpron, vice president; Michael A. 
Negretti, new assistant secretary-treasurer and John C. Ely, re- 
elected secretary-treasurer. With New President John O. Milligan in 
the back row (left to right), are Drs. A. L. Ludwick, new board 
member and R. McC. O'Brien, retiring president. 


Alfred Sheridan, Seattle and F. H. Bentley, Portland. 

An informal banquet held that evening for members, 
guests and ladies had as special guest speakers Drs. 
George N. Aagard, dean, University of Washington 
Medical School and President Phelps. 

Entertainment included golfing, salmon fishing, 
cruising Puget Sound, touring capital grounds and 
Olympia Brewery, and the Shelton Forrest Festival. 

Drs. Charles E. McArthur and Ralph Highmiller, 
both of Olympia, were chairmen of the arrangements 
committee. 

The 1958 meeting will be held May 30-31 at Chinook 
Hotel in Yakima. Dr. Douglas S. Corpron is in charge 
of arrangements. 
> Kentucky chapter’s sixth annual meeting drew 861 
attendants—442 of them physicians—at its recent 
meeting in Louisville. 

Dr. William E. Becknell, Manchester, succeeded 
Dr. Julian B. Cole as president and Dr. Charles G. 
Bryant of Louisville was elected president-elect. 

Dr. George S. Allen of Louisville was the recipient 
of the chapter’s Annual Achievement Award, given 
in recognition of his original research and the prepara- 
tion of a paper on cervicitis. Another honor, ‘“Ken- 
tucky’s Family Doctor of the Year,” was bestowed 
upon Dr. J. Leland Tanner of Henderson. 

Academy President Malcom E. Phelps was the ban- 
quet speaker. Dr. Phelps urged his fellow doctors to 
render “real and valuable service to their communities” 
and assailed “piecemeal socialism” and “‘welfare-state 
trends,” and cited the obligation each doctor has to 
his God, himself, his family and the public. Among 
those at the head table with Dr. Phelps were Chapter 
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Executive Secretary Clayton Scroggins, Drs. Becknell 
and Cole and Dr. Carroll L. Witten, banquet toast- 
master and chairman of the Committee on Arrange- 
ments for the meeting. (See cut.) 

> Moderators for San Francisco (California) chapter’s 
Symposium on Recent Advances in Diagnosis and 
Therapy held June 15 were Drs. Alexander F. Fraser, 
chapter program chairman and Robert W. Wolf, chap- 
ter president-elect. 

The six guest speakers were Drs. Conrad G. Col- 
lins, Tulane University, New Orleans; James F. Bosma, 
University of Utah, Salt Lake City; Vernon Knight, 
Vanderbilt University, Nashville, ‘Tenn.; Marion B. 
Sulzberger, New York University Postgraduate Medical 
School, New York City; David M. Bosworth, New York 
Polyclinic Medical School, New York City; and J. 
Peerman Nesselrod, Northwestern University, Chicago. 

Dr. P. P. Wienholz, chapter president, was chair- 
man of the luncheon held for physicians and their wives. 

Ladies’ events included a morning coffee, a bingo 
party and the evening reception with their husbands. 
> The Eastern Shore Section of the Maryland chapter 
will be hosts at the state chapter’s annual scientific 
meeting, October 9-10, at Tidewater Hotel in Easton. 

Special entertainment is being planned for the ladies. 
> Members from Nevada, Oregon, Utah, Arizona and 
California attended Nevada chapter’s annual meeting 
May 10-11 at Riverside Hotel in Reno. 

Dr. John G. Walsh, past president of the California 
chapter and a special guest speaker at the banquet, 
spoke on “What Is an Adequate Physical Examination 
for Cancer.” Also at the head table were Dr. Edwin 
Cantlon, Nevada State Medical Association president 
and Mrs. Cantlon; Dr. B. A. Winne, chapter president ; 
Dr. Daniel J. Hurley, Nevada State Department of 
Health director and Dr. Richard Sheretz, secretary- 
treasurer of the western district of the chapter. 

Moderating the four-speaker scientific program were 
Drs. Dennis Cunningham, chapter secretary-treasurer, 
Richard Sheretz and Edgar Compton, chapter vice 
president. Speakers were Drs. Victor Richards, Stan- 
ford University, San Francisco; Henry Bruin, Univer- 
sity of California, San Francisco; L. Grant Baldwin, 
Huntington Memorial Hospital, Pasadena, Calif. and 
Wesley A. Peltzer, University of Utah, Salt Lake City. 

Chapter President Winne assisted the program com- 
mittee which included Drs. Noah Smernoff, Richard 
Sheretz, Robert Broadbent, presiding officer of the 
western district; Roy Peters and Robert Biglin, pro- 
gram chairman. ; 

\ breakfast-business meeting was held the final 
morning. 
> AAGP’s Immediate Past President John S. DeTar 
was the guest speaker at Greater Kansas City (Kansas 
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Top Kentuckians Applaud National Prexy—Dr. Malcom E. Phelps (at 
rostrum), Academy president, cited at the Kentucky chapter banquet 
the obligation of each doctor to his God, himself, his family and the 
public. Chapter officers shown at the speakers’ table are Mr. Clayton 
Scroggins, executive secretary, left to right; Drs. W. E. Becknell, new 
president; Julian B. Cole, retiring president; Dr. Phelps, Dr. Carrol 
L. Witten, foastmaster and Mrs. Witten. 


DeTar Speaks in Headquarters City—Dr. J. S. DeTar, the Academy’s 
immediate past president, spoke at the recent Greater Kansas City 
chapter dinner meeting. Others at the head table are left to right, 
Dr. Gestring, who was awarded the General Practitioner of the Year 
Award, Mrs. Gestring; New President Edson Carrier, Mrs. Carrier; 
Missouri Chapter President Charles E. Martin; Retiring Chapter Pres- 
ident George V. Feist; Dr. DeTar; Mrs. Feist; Dr. Otto W. Theel, chapter 
secretary; Mrs. Theel; Mrs. Robert M. Myers and Dr. Myers. : 


Kansas Citians Meet for Dinner Program—A partial view ts seen here 
of the Greater Kansas City (Kansas and Missouri) chapter at its 
recent dinner meeting. 
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| in the treatment of vag 


new...simple... effective... topical therapy 


Clinical evidence shows Sterisil Vaginal Gel 
to be highly effective not only against Trich- 
omonas and Monilia, but against the newly 
discovered pathogen Hemophilus vaginalis 
(now believed to be the etiologic organism 
most frequently responsible for so-called ‘“‘non- 
specific” vaginitis and leukorrhea).* 


High tissue affinity of Sterisil assures prolonged 


antiseptic action; vaginal secretions are less 
likely to remove Sterisil from the site of appli- 
cation. Sterisil is also more convenient for the 
patient. Fewer applications are required for 
successful treatment. 


Acceptable to patients, Sterisil Vaginal Gel is 
easily applied, won’t leak or stain, requires no 
pad. Signs of local or systemic toxicity or 
sensitization have not been reported. 


Dosage: One application every other night until 
a total of 6 has been reached. This treatment 
may be repeated if necessary. 


Supplied in 1% oz. tube with 6 disposable 
applicators. Instructions for use are included 
with each package. 


*Gardner, H. L., and Dukes, C. D.: Am. J. Obst. & Gynec. 
69:962 (May) 1955. 
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St. Lovisians Hold Spring Session—St. Louis (Missouri) Academy’s 
second Spring Scientific Symposium and Social Event featured a 
series of four lectures on scientific subjects of interest to the general 
practitioner. Among the speakers was Dean Roscoe L. Pullen of the 
University of Missouri School of Medicine. Following the afternoon’s 
activities the doctors joined the ladies for a cocktail hour and dinner. 
Two-hundred thirty-five attended the event. Dr. Walter T. Gunn, 
chapter president; Dr. Charles O. Metz, and Dr. Preston C. Hall were 
hosts at the symposium. 


and Missouri) chapter’s annual dinner meeting May 
23 at the Pickwick Hotel. (See cuts on page 197.) 

Dr. Robert M. Myers, a past president of the chapter, 
gave the invocation. During the dinner the presenta- 
tion of the General Practittoner of the Year Award 
was made to Dr. Hugh A. Gestring by Dr. Charles 
E. Martin, president of the Missouri chapter and for- 
mer AAGP treasurer. Dr. Gestring has practiced in 
Kansas City 35 years. 

The address by Dr. DeTar preceded the presenta- 
tion of Dr. Cecil G. Leitch, newly elected president- 
elect. Dr. Edson C. Carrier succeeds Dr. George V. 
Feist as president and Drs. Otto W. Theel and Harry 
K. Cohen remain as secretary and treasurer, respec- 
tively. 

Dr. DeTar also was a guest speaker at Kansas 
City’s Rotary club meeting the day preceding the chap- 
ter meeting. 
> Business sessions of Wisconsin chapter’s annual 
meeting will be conducted Sunday, September 15 at 
Plankinton House, followed by two days of scientific 
sessions at the Milwaukee Auditorium. 

Dr. David N. Goldstein of Kenosha reports a change 
in banquet plans from previous years. Instead of a 
closing function it will now be held Monday evening, 
September 16. 

Ladies’ entertainment plans are also being made. 
Dr. James R. Howlett of Hartland is chairman of the 
scientific assembly committee. 
> Southwestern Ohio Society of General Physicians 
chapter members held an informal “Whirl” Saturday, 
May 11, at Shuller’s Wigwam in Cincinnati. The agenda 
featured a social hour from 8:00 to 9:00 followed by 
dancing with a buffet served at 11:00. Music was 
provided by Paul Mann and his orchestra. 
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CONTINUED FROM PAGE 35 


ON THE CALENDAR 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum 
hours listed when available. 


*Sep. 26-27. Oregon chapter, annual meeting, Multnomah 
Hotel, Portland. 

*Sep. 27-28, Ohio State University, course in pulmonary 
disease for general practitioners, Union Building, 
Columbus. (9 hrs.) 

“Sep. 28-29. Massachusetts chapter, annual meeting, 
Hotel Statier, Boston. 

*Sep. 29. American Fracture Association, course on 
treatment of fractures, El Paso, Tex. (8 hrs.) 

Sep. 29-Oct. 5. World Medical Association, 11th gen- 
eral assembly, Istanbul, Turkey. 

Sep. 30-Oct. 3. Kansas City Southwest Clinical Society, 
35th annual fall- clinical conference, Municipal 
Auditorium, Kansas City, Mo. 

Sep. 30-Oct. 3. American Hospital Associction, 59th 
annual meeting, Atlantic City. 

Sep. 30-Oct. 3. Interstate Postgraduate Medical Associa- 
tien, annual scientific assembly, Palmer House, 
Chicago. (hr. for hr. attendance) 

*Sep. 30—Oct. 6. University of IMlinois, department of 
otolaryngology, annual assembly on otolaryn- 
gology, Chicago. 

*Oct. 2. Nassay County (New York) chapter and Nassau 
County Medical Society, course in basic cardiology, 
30 Wednesdays, Meadowbrook Hospital, Hempstead. 
(60 hrs.) 

*Oct. 2. Nassau County (New York) chapter and Nassau 
County Medical Society, lecture course in neurology, 
six Wednesdays, Meadowbrook Hospital, Hempstead. 
(6 hrs.) 

*Oct. 2. Nassau County (New York) chapter and Nassau 
County Medical Society, course in psychotherapy in 
everyday practice, ten Wednesdays, Meadowbrook 
Hospital, Hempstead. (15 hrs.) 

*Oct. 2. Nassav County (New York) chapter and Nassau 
County Medical Society, course in x-ray diagnosis, 15 
sessions, alternating Wednesday's, Meadowbrook 
Hospital, Hempstead. (15 hrs.) 

*Oct. 3. Connecticut chapter, annual meeting, Statler Hotel, 
Hartford. 

*Oct. 3-4. Seuth Carolina chapter, annual meeting, Clem- 
son House, Clemson. (12 hrs.) 

*Oct. 8. Ohio chapter and Ft. Steuben Academy of Medi- 
cine, programs on general medicine and general 
surgery for general practitioners, second Tuesday of 
each month, Ball Room, Ft. Steuben Hotel, Steuben- 
ville. (hr. for hr. attendance) 

*Oct. 8. St. Lovis University, course in recent advances 
in hematology for general practitioners, Francis 
Hospital, Washington, Mo. (2 hrs.) 

*Oct. 8-10. Lovisiana chapter, annual meeting, Francis 
Hotel, Monroe. 

*Oct. 9-10. Maryland chapter, annual meeting, Tide Water 
Inn, Easton. (71% hrs.) 

*Oct. 10. Nassau County (New York) chapter and Nassau 
County Medical Society, course in proctology, 
four Thursdays, Nassau Hospital, Mineola, N. Y. 
(4 hrs.) 

*Oct. 10-11. Sevth Daketa chapter, annual meeting, 


Vermillion. 
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1. Miller, J. M.; Surmonte, —. A.; Ginsberg, M., and Ablondi, F. B.: Strep- 
tokinase Intramuscularly in the Treatment of Infection and Edema. (Scientific 
Exhibit) Postgraduate Medicine Vol. 20, No. 3: 260-267 (Sept.) 1956. 


“OBSERVATIONS ON THE INTRAMUSCULAR USE OF STREPTOKINASE’ 


1. Most patients showed beneficial clinical effect after 24 hours. 
2. No aggravation of infection. 
3. No delay in wound healing. 


4. Ten per cent of patients had temperature rise of 2 to 3° F., easily controlled by 
medication. 


5. No changes in peripheral blood picture. 
6. No significant alteration of prothrombin time. 
7. No fibrinolysis.t 
8. Some pain and tenderness at injection site in about 60 per cent of cases. 
9. No hemorrhage, hematoma or petechiae. 
10. No granulomas at injection site. 
11. No chills, cyanosis or allergic reaction. 


DOSAGE 


Five thousand units of streptokinase in 0.5 cc. of physiologic saline administered intra- 
muscularly twice a day for at least six doses. Treatment may be continued longer if 
necessary. It may be given preoperatively where considerable edema is expected post- 


operatively. 
PRECAUTIONS 


1. An antibacterial drug must be given with the intramuscularly administered strepto- 
kinase. 


2. Streptokinase should not be given to patients known to have defects in the clotting 
“mechanism.” 


tNo fibrinolysis detectable in circulating blood stream. 


VARIDASE Intramuscular provides remarkable control of inflammation in many 
different types of lesions, simple or infected, including abscesses, cellulitis, 
epididymitis, hemarthrosis, sinusitis, and thrombophlebitis. 


VARIDASE Intramuscular (Water Soluble—No Oil)—Simple mixing instructions 
are included in the package literature. 


Administration: INTRAMUSCULAR, deep in the upper, outer quadrant of the 
buttock. 


t Lederte ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off. 
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Wrrx Most appropriations bills out of the way, Con- 
gress has had an opportunity to act on legislative 
measures that would set up new programs or change 
old ones. Some of these bills, of interest to medicine, 
have completed the course and have become law. 
Others are in various stages of the legislative process. 


Doctor Draft—Public Law 85-62 
(H.R. 6548) 

This new law, which amends the regular Draft Act, 
limits liability for 24 months of service to those physi- 
cians, dentists and allied specialists who have been 
deferred for educational reasons. Liability continues, 
as under the regular Draft Act, until the registrant’s 
thirty-fifth birthday has been reached. 

Among other provisions are: 

Doctors, dentists and allied specialists can be called 
for induction as specialists. Prior to this amendment 
registrants could be called.only by age groups. 

The distinction between “active duty” and “active 
duty for training” is continued. Active duty for train- 
ing, such as internship, is not considered as meeting 
the service obligation. 

A physician who refuses a commission may be in- 
ducted and used in his professional apy as an en- 
listed man. 

No physician who applies for a commission in the 
Reserves and who is rejected solely for physical rea- 
sons will be inducted into service. 

A physician who has served on active duty for 12 
months or more may resign his commission when re- 
leased from active duty. 

A physician who is qualified for a Reserve commis- 
sion may volunteer for active duty of not less than 24 
months, 

The $100 a month specialists’ pay, which is over and 
above regular pay, is continued for all physicians called 
to active duty, except those inducted in an enlisted 
capacity. 


The AMA Washington Report highlights 

legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


Interns and Student Nurses Housing— Public Law 85-104 
(H.R. 6659) 

The Housing Act of 1957, contains authority, added 
by the Senate, for $25 million to be used as loans for 
the construction of dormitory facilities for student 
nurses and interns. Qualified for loans is “any hospital 
operating a school of nursing beyond the level of high 
school approved by the appropriate State authority, 
or any hospital approved for internships by recognized 
authority, if such hospital is either a public hospital or 
a private hospital, no part of the net earnings of which 
inures to the benefit of any private shareholder or in- 
dividual, .. .” 

e These loans will be administered under the College 
Housing program of the Housing and Home Finance 
Administration. Regulations, currently under develop- 
ment, will be sent to the regional offices of the Housing 
and Home Finance Administration at New York, Chi- 
cago, Philadelphia, Atlanta, Fort Worth and San 
Francisco. 

For fiscal 1957, the interest rate on the loans was 
established at 2% per cent with a maximum amortiza- 
tion period of 50 years. 

Until passage of this act, universities operating hos- 
pitals had the benefit of these loans for nurse and in- 
tern housing construction, but hospitals not connected 
to a school were not eligible. 


Disability Freeze Filing Date Extension 
HR. 6191, Representative Cooper (D-Tenn.) 

This bill would allow an additional year in which a 
disabled person could apply to have his total period of 
disability covered by the social security “disability 
freeze” benefits. (The “freeze” preserves a disabled 
person’s full OASI pension benefits by excluding from 
his records the time in which he is unemployed be- 
cause of disability and does not make monthly payroll 
contributions to the program.) 


Under existing law, individuals filing after July 1, 
would only receive one year’s credit for a disability 
existing prior to the filing of the application. 

When the bill passed the House, it contained a 
proviso that Old Age and Survivors Insurance dis- 
ability benefits would not be reduced by veterans dis- 
ability payments the individual might receive. The 
Senate Finance Committee amended the House version 
by striking this latter provision. When the bill went to 
the Senate floor, the committee’s amendment was re- 
jected; the provision reinstated ; the bill was passed and 
sent to the President for his signature. 

As a result a veteran who is receiving a disability 
compensation or pension from the Veterans Adminis- 
tration can also qualify for Social Security benefits, if 
he meets the coverage requirements, thus receiving 
two payments for the same disability. 


Medicare 


A threat to the civilian phase of the military depend- 
ent medical care program apparently has been re- 
moved, at least for the next year. 

As reported last month, the House hebiiainalualiinn 
Committee, acting on misleading testimony from mili- 


tary witnesses, recommended that dependents be re- . 


quired to use military rather than civilian facilities 
wherever the former facilities were adequate. The com- 
mittee based its action on the claim of the Navy Sur- 
geon General and others that care in civilian facilities 
was significantly more costly than in military facilities. 

To correct the situation, Dr. Hugh Hussey, trustee 
of the AMA and Medical Editor of GP, testified before 
the Senate Appropriations Committee, that the elimi- 
nation of free choice could bring about “undesirable 
consequences.” He urged the committee to Write its 
report so as to negate the House committee’s recom- 
mendation on this issue. Dr. Hussey said: 

(1) The House committee’s recommendation was 
not warranted because the cost figures on which it was 
based were inaccurate and, 4s admitted by the mili- 
tary, “there has been insufficient experience” to justify 
the firm estimates presented by the military. 

(2) According to the Bureau of the Budget, the 
$27.50 per day established as the cost for caring for 
dependents of the uniformed services in government 
hospitals is a rough estimate and does not take into 
account the cost of depreciation of buildings and equip- 
ment, outpatient care, pay of interns, and one-half the 
pay of fesidents, cost of recruitment, training and 
transportation. “If a comparison is to be made of 
civilian and military costs,” Dr. Hussey testified, ‘‘it 
must be made,on the same type of case with the same 
factors used in computing the basic cost figure.” 


In writing its own report, the Senate committee did 
not disagree with the House committee’s recommen- 
dation, but simply ignored it. In view of this, and of 
the fact that the true situation had been presented 
earlier on the House floor, it is anticipated that noth- 
ing will be done to keep dependents from utilizing 
civilian physicians and private facilities. 

The Senate committee voted to restore $1.5 million 
that the House committee had cut from the Medicare 
appropriation. 


Pay Raises for Veterans Administration Physicians 
H.R. 6719, Representative Long (D-La.) 

This bill would make organizational changes in the 
Veterans Administration’s Department of Medicine 
and Surgery, and provides pay increases for physi- 
cians, dentists and nurses. Hearings were held by the 
Hospital Subcommittee of the House Veterans Affairs 
Committee. 

-Under the terms of this bill physicians and dentists 
would receive the following increases: 


Present Proposed 

Maximum Maximum 

Chief Grade $11,000 $14,200 
Senior Grade 9,800 12,700 
Intermediate Grade 8,600 11,500 
Full Grade 7,400 9,950 
Associate Grade__. 6,400 8,650 
Junior Grade 5,750 7,400 


Provision is made for the reduction of “specialists 
pay” from 25 per cent to 10 per cent of salary, but the 
maximum is increased. The bill also would have the 
effect of putting optometrists in the medical service at 
the same pay scales as physicians and with equal 
prerogatives. 


Miscellany 
Small Business Loans for Physicians 

Small Business Administration, which has been 
making loans to proprietary health facilities for con- 
struction, expansion and equipment, is now making 
loans to individual physicians and those in group 
practice. Under the program, loans up to $250,000 
are authorized. These may be either direct from the 
Small Business Administration or may be in participa- 
tion with a lender. 

Further details can be obtained by contacting re- 
gional offices of the Small Business Administration in 
Atlanta, Boston, Chicago, Cleveland, Dallas, Denver, 
Detroit, Kansas City, Los Angeles, Minneapolis, New 
York, a Richmond, San Francisco and 
Seattle. 
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.. for trips without trouble 


Brand of Dimenhydrinate 


SEARLE 


in any 
Dramamine’ {jn 
of motion 
sickness 


‘sDramamine (Searle) is still 
the most popular because 

of its lack of side reactions 
and almost no contraindica- 
tions to its use. It acts both 
as a preventive and a cure for 
seasickness or motion sick- 
ness. Rectal administration 
proved as effective as oral 
administration for those who 
could not retain the... [tablet] 
when given orally.’? 


Rehfuss, M. E., and Price, 
A. H.: A Course in Practical 
Therapeutics, ed. 3, 
Baltimore, The Williams & 
Wilkins Company, 1956, 

p. 534. 
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